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THE B-D VACUTAINER 


EVACUATED SPECIMEN TUBE 


otfers the si t method of obtaining 
quality biocod 


A superior stopper 
_-easy to clean 
dished-out top for speedy cleansing 
free from dirt-catching crevices or corners 
easy to remove 
} protruding stopper for easy, 
one-hand “flip-off” removal 
~easy to use 
diaphragm placed to ensure proper technic 
and minimize vacuum loss 


A straight side tube 


easy pouring or pipetting of serum 
easy Clot removal 
can be reused for routine laboratory procedures 


Every B-D Vacutainer Specimen Tube is 
vacuum packed to assure factory freshness 
color-coded according to usage 


Available in six sizes and a range of 45 anticoagulants 
and preservatives, with catalog numbers printed on 
anticoagulant tubes. Partial vacuum for controlled intake 
in proportion to anticoagulant, wherever required. 


Freight prepaid —literature availa requ 


Becton, DicKiINSON AND COMPANY 
RUTHERFORD, NEW JERSEY 
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FROM MARKED IMPROVEMENT 
to COMPLETE CONTROL 


of GRAND MAL SEIZURES 
with 


CLINICAL E 
EPILEPTIC PATIENTS* SHOWED THAT: 


In patients who had received no previous 
anticonvulsant medication, 
“Mysoline” therapy alone provided marked 
improvement to complete control of major motor 
attacks in the majority of patients. 


In patients only partially controlled with maximum 
dosages of other anticonvulsants, 
the addition of “Mysoline” therapy was followed by 
marked improvement to complete control of grand 
mal attacks in 39% of the patients. 


In patients refractory to maximum dosages 
of other anticonvulsants, 
“Mysoline” employed alone provided marked 
improvement to complete control of major motor 
attacks in 34% of the patients. 


In 39 patients with mixed seizures, 
“Mysoline” provided improvement to marked control 
in 49% of the patients. 


The dramatic results obtained with “Mysoline” advocate 
its use as first choice of effective and safe therapy 

in the control of grand mal and psychomotor attacks. 
Supplied: 0.25 Gm. scored tablets, bottles of 100 and 1,000. 


Literature on request. 


*Livingston, S., and Petersen, D.: New England J. Med. 254:327 
(Feb. 16) 1956. 


AYERST LABORATORIES 


New York 16, N. Y. Montreal, Canada 


““Mysoline”’ is available in the United States by arrangement with Imperial Chemical Industries, Ltd. 
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When tuberculosis 


defies standard therapy... 


and pulmonary surgery is un- 
dertaken in the presence of 
bacterial resistance, 


VIOCIN ‘xz: 


in combination with other 
agents provides protection 
against the operative compli- 
cations prevalent under these 
conditions.'-* 

Professional literature (details 
of dosage, administration, con- 
traindications and toxicity) is 
available upon request. 

Viocin is available in vials of 
1 and 5 Gm. dry powder for 
preparation of solutions for 
intramuscular injection only. 


References: 1. Webb, W. R., and Sparkuhl, K.: Dis. Chest 34:484-495 (Nov.) 1958. 2. Pecora, 
D. V.: Am. Rev. Tuber. 77:83-92 (Jan.) 1958. 3. Pines, A.: Tubercle 38:189-193, 1957. 4. Edge, 
J. R., Kamiel, M., Scott, N. C., and Weber, J. C. P.: Brit. J. Tubere. 51:168-172, 1957. 5. Davey, 
W. N.: GP 19:107-117 (Jan.) 1959. 6. Pfeutze, K. H., and Pyle, M. M.: Radiology 71:340-344 
(Sept.) 1958. 
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American Cyanamid Company, Sur- 
gical Products Division 


BLACK & VEATCH 
Consulting Engineers American Meat Institute 
Water — Sewage — Electricity — Gas — Industry Ayerst Laboratories 


Reports, Designs, Supervision of Construction, 


Galen, Becton, Dickinson and Company ... 


1500 Meadow Lake Parkway, Kansas City 14, Mo. 


Satan GA 


Corning Glass Works 
(Treponema Pallidum Immobilization Test) Difco Laboratories 


Information on fees, and on collection and sub- 
mission of specimens furnished upon request Directory of Health Service 


THE DICKMAN LABORATORIES Black & Veatch 
ALBERT DICKMAN, Ph.D. Dickman Laboratories 


128 S. Seventeenth Street, P.O. Box 209! . 
Philadelphia 3, Pa. Roy B. Everson 


Emerson Venable, P. E. 


Professional Examination Serv- 


ice, APHA 


ROY B. EVERSON 


Water Treatment Service since 1900 for Swimming 
Pool Circulating Systems. Purification Systems Florida Citrus Commission 
as applied to Sewage Treatment and Water 
Works. A New System for Automatic Control. 


Kimble Glass Company 


215 W. HURON ST. CHICAGO 10, ILL. 
Lederle Laboratories, Division of 


American Cyanamid Co. ........ 


Lehn & Fink Products Corporation 


EMERSON VENABLE, P. E. Massengill, S. E., Company 
Chemist and Chemical Engineer 4 
Merck Sharp & Dohme 
Atmospheric Pollution. 


Industrial Hygiene Chemical Warfare 


6111 Fifth Ave., Pittsburgh 32, Pa. Pathe. Gs: 


Phizer Laboratories, Division, Chas. 


Pheer & Co., VI, XVII, XVII 


PROFESSIONAL EXAMINATION SERVICE Reed & Carnrick 


A Personnel Administration Service in the 
Field of Public Health Schering Corporation 


Available to State and Local Health Departments 


an 
Merit Systems 
Examinations Field Consultation 


Sterwin Chemicals, Inc. 


American Public Health Association, Inc. Passette. Inc, 


1790 Broadway, New York 19, N. Y. 
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in the season of 


acute infections, extra 


CITRUS 


provides the increased 


VITAMIN C 


and fluid needed during 


FEVER 


to prevent deficiency and 


help maintain resistance* 


*Tisdall and Jolliffe note the systemic 
relation in animals between 
vitamin C and resistance to infection, 
with increased needs evident in upper 
respiratory streptococcal infections. 


— In: Clinical Nutrition ed. by 
Norman Jolliffe et al. New York, 
Paul B. Hoeber, Inc., 1950, 
pp. 590-91, 637-38. 
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ANOTHER EXAMPLE OF THE EXPANDING KIMBLE LINE ny 7 


Ry 


Specify KIMAX for maximum 


Look to Kimble for new opportunities to 
save. Important additions to the growing 
KIMAX line make it easy and profitable to 
specify KIMAX. 

The complete line of Kimble Volumetric 
Flasks, now in “hard” glass, is available in a 
variety of types and tolerances to meet every 
laboratory requirement. 

The complete line of KIMAX Cylinders is 
now offered in a full range of styles and sizes. 

The complete line of KIMAX Ground 
Joints now includes new listings and all sizes. 

The complete line of new Hi-Vac (high 
vacuum) Stopcocks is now offered by Kimble 
in “hard” glass. 


KIMBLE LABORATORY GLASSWARE 


an (I) PRODUCT 


discounts in the growing Kimble line 


These new items are now available from your 
Laboratory Supply Dealer. 

If you don’t have new Kimble Catalog 
Supplement SP-57 containing these and 
many more new listings, just fill in the coupon 
below and send it to Kimble Glass Company, 
Dept. AH-2, Toledo 1, Ohio. 


: I'd like a copy of Catalog Supplement SP-57 ' 
Name 
; Company 
; Address ' 
: City State : 


GENERAL OFFICES + TOLEDO 1, OHIO 
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POTENT 
| GERMICIDE / 


‘Staph”and 


a broad spectrum 


of other 


® 


SANITIZING AGENT 
PREPARED LIKE A 
FINE PHARMACEUTICAL 


Phenol coefficient analyses bear out what 
experience has proved over the years . . . 
that Rocca, the original quaternary 
ammonium germicide, is an extremely 
powerful germicidal agent against a 
broad range of bacteria. Such tests show 
Rocca to have several hundred times 
the antiseptic power of phenol against 
Staphylococcus aureus, Eberthella ty- 
phosa, Escherichia coli, Streptococcus 
pyogenes, Streptococcus hemolyticus, 
Streptococcus viridans and other viru- 
lent organisms. 

Roccat is not only capable of destroying 
these pathogenic microbes but of de- 
stroying them rapidly. Comparative in- 


vestigations for rapidity found that 
Roccat destroyed test organisms of 
Staph. A. in less than | second whereas 
iodine, several mercurials and chlorine 
preparations destroyed only a fraction 
of the organisms within 5 minutes. 


A product of one of the world’s leading 
pharmaceutical manufacturers, Rocca. 
is subject to testing at the manufactur- 
ing level, batch tested at Sterwin’s Con- 
trol Laboratories and tested a third time 
when the product is bottled. Rocca is a 
potent bactericide: highly stable, stain- 
less, non-irritating, virtually tasteless, 
odorless, non-corrosive and non-poison- 
ous in recommended dilutions. 


ROCCAL HAS HIGH HARD WATER TOLERANCE—550 ppm— Official Test Method 


Roccal’s New Field Test is an accurate and practical method 
of determining the strength of Roccal sanitizing solutions. 


Further technological information 

on Roccal, including New Field 

Test, and samples will be goty 
provided on request. 


| Chomiiale.. 


Subsidiary of Sterling Drug Inc. 
1450 Broadway, New York 18, N.Y. 
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Have you considered all the implications 
of Orinase’ in public health? Here, for 
instance, is what Orinase means to... 


The Health 
Educator 


The development of oral 
management of diabetes 
represents a break- 
through not only for 
patient and physician 
but also for metabolic 
research. This exciting 
story makes a natural 
peg for your efforts to 
gain community accept- 
ance for the diabetic, and 
to win support for case- 
finding projects. 


The Epidemiologist 
The Orinase Epoch has 
given a twofold push to 
diabetic case-finding: It 
has aroused new interest 
in diabetes, and, because 
it has reduced the neces- 
sity for injections, more 
and more diabetics are 
presenting themselves for 
medical care. This shift 
in attitude can help you in 
uncovering more of the un- 
known diabetics in your 
community. 


The Industrial Physician 


According to the Committee on Em- 
ployment of the American Diabetes 
Association (Indust. Med. 27:527 
[Oct.] 1958),no special difficulty is 
presented in the employment of 
“many selected diabetics who are 
controlled with the aid of tolbutamide 
(Orinase) and diet. . . . Experience 
indicates that symptomatic hypogly- 
cemia is not a factor in diabetics con- 
trolled with the aid of tolbutamide 
only.” Do your employment stand- 
ards conform to these new concepts? 


The Public Health Nurse 


Nursing time now spent administering 
insulin to diabetics who cannot inject 
themselves can be saved if the patient is 
Orinase-responsive. And of course the 
patient gains new freedom and self- 
sufficiency. 


The Health 
Officer 


Each such transfer also saves 
public health dollars. One large 
city saves some $2.50 a day for 
each welfare patient switched 
to Orinase from insulin injec- 
tions administered by a public 
health nurse. Why not make 
sure that your health depart- 
ment doesn’t overlook any of 
the public health implications 
of Orinase? 
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Why PYREX’ digestion tubes 
work so inconspicuously 


People tend to take our digestion tubes for 
granted . . . we consider that a compliment. 

People never worry about heat with our 
tubes, because they take direct flame quietly. 

People find our tubes more rugged than 
others for the simple reason that we can make 
them thicker since No. 7740 glass has a low, 
low rate of expansion. 

People are less concerned over the chemi- 
cal resistance of our tubes. Only Vycor* or 
quartz tubes are better. 

People find these facts equally true of our 
7900 Folin tube, our 7920 Folin-Wu tube 


(N.P.N.), and our 7940 which is the same as 
7920, but with “Lifetime Red” graduations. 

That’s why so many people turn auto- 
matically to LG-1, the Pyrex Labware Cata- 
log, whenever they want a digestion tube or 
labware of any sort. It’s their most complete 
reference. If you don’t have a copy to turn to, 
write to us at 80 Crystal Street, Corning, 
New York. 


") CORNING GLASS WORKS 


CORNING MEANS RESEARCH IN GLASS 


PY REX" taboratory ware... the tested tool of modern research 
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CHLOROMYCETIN 


PROVES OUTSTANDINGLY EFFECTIVE AGAINST PROBLEM PATHOGENS 


IN VITRO SENSITIVITY OF GRAM-POSITIVE COCC! FROM 5,600 CONSECUTIVE CULTURES 
TO CHLOROMYCETIN AND TO THREE OTHER BROAD-SPECTRUM ANTIBIOTICS® 


CHLOROMYCETIN 


*Adapted from Leming, B. H., Jr., & Flanigan, C., Jr., in Welch, H., & Marti-Ibanez, F.: Antibiotics Annual 
1958-1959, New York, Medical Encyclopedia, Inc., 1959, p. 414. 


CHLOROMYCETIN (chloramphenicol, Parke-Davis) is available in various forms, 
including Kapseals® of 250 mg., in bottles of 16 and 100. 


CHLOROMYCETIN is a potent therapeutic agent and, because certain blood dyscrasias 
have been associated with its administration, it should not be used indiscriminately 
or for minor infections. Furthermore, as with certain other drugs, adequate blood 
studies should be made when the patient requires prolonged or intermittent 
therapy. 


PP): PARKE, DAVIS & COMPANY - bETROIT 32, MICHIGAN 
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the new line of VIM standard &¢ disposable 
syringes needles—contact your Surgical 


Products Divison representative, or write direct. 


@ 
3O ROCKEFELLER PLAZA 
NEW YORK. N.Y. 
Sales Office: Danbury, Connecticut 
PRODUCERS OF DAVIS @ GECK 
SUTURES AND VIM HYPODERMIC 
SYRINGES AND NEEDLES 


VOL. 50, NO. 2, A.J.P.H. 


rf | 


OTITIS MEDIA 


TONSILLITIS 


BRONCHITIS 


eroncmoumns 


BACTERIAL 
PNEUMONIAS 


FEWER TREATMENT FAILURES IN RESPIRATORY TRACT INFECTIONS 

outstanding advantages over many previously 

accepted chemotherapeutic and antibiotic agents 
effective perorally against the majority 


of common infections caused by pathogenic bacteria 
including the antibiotic-resistant staphylococci 


991 


ALTAFUuR is available in tablets of 250 mg. (adult) and 50 mg. (pediatric), bottles of 20 and 100. 
1, Lysaught, J. N., and Cleaver, W.: Proceedings of the Detroit Symposium on Antibacterial 
Therapy (Michigan and Wayne County Academies of General Practice, Detroit, Sept. 12, 1959). 


THE NITROFURANS ...a unique class of antimicrobials 


EATON LABORATORIES, NORWICH, NEW YORK 
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NIAMID 


the mood brightener 


makes the 
cancer patient 
more comfortable 


@ reduces impact of pain 

@ decreases narcotic 
requirements 

@ increases appetite 


e@ improves mental outlook 


nramip lessens the need for nar- 
cotics in the depressed cancer 
patient and appears to potentiate 
pain-relieving agents. As pain is 
reduced and mental outlook 
improves, apprehension and 
depression are replaced by a 
brighter and more alert attitude, 
and appetite returns, The family, 
too, is cheered by the improve- 
ment in the patient’s condition. On 
NIAMID therapy, patient care be- 
comes noticeably less demanding. 


Supply: NIAMID (brand of niala- 
mide) is available as 25 mg. (pink) 
and 100 mg. (orange) scored tablets. 


Complete references and a Profes- 
sional Information Booklet giving 
detailed information on NIAMID are 
available on request from the Medi- 
cal Department, Pfizer Laboratories, 
Division, Chas. Pfizer & Co., Inc., 
Brooklyn 6, New York. 


NIAMID 
the mood brightener 
in cancer 


Science for the world’s well-being™ 
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POLIOMYELITIS 
VACCINE 
PFIZER 


a high-potency vaccine 


Pfizer Laboratories is proud to announce the availability of its 
Poliomyelitis Vaccine—a vaccine with a high order of potency, 
from Pfizer Research and Development. 


In one group of 38 children who had no detectable antibody 
titers to any of the three strains of poliomyelitis, antibody 
titers were found in the following percentages of children after 
only two injections of 1‘ml., 4 weeks apart. (Percentages shown 
to the nearest whole number.) 


Type | 92% | 
Type 95% 
Type III 87% 


For assurance of high potency and excellent toleration in polio- 
myelitis vaccine, specify Pfizer the next time you order. 
Dosage: Three injections of 1 ml. each at previously established 
standard intervals. A fourth (booster) injection has been 
recommended, 

Also available: Influenza Virus Vaccine, Polyvalent, Types A 
and B, 


Pfizer Science for the world’s well-being™ 


For additional information write to the Medical Department, 
PFIZER LABORATORIES Div., Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 
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ERADICATES 
PEDICULOSIS Posis 
IN 4 MINUTES 


“A single shampooing sufficed 
to eradicate infestation... in 
all cases...ina few minutes." 
Gardner, J.: J. Pediat. 52:448 (Apr.) 1958. 
SUPPLIED: KWELL Shampoo: 
bottles of 2 & 16 fl. oz. 


yas REED & CARNRICK /| Kenilworth, New Jersey 


GAMMA BENZENE HEXACHLORIDE 1% 


cream & 
lotion 


IN SCABIES, 
CHIGGERS AND 
PEDICULOSIS 


95% to 100% effective in 1 
treatment — acts fast — non- 
irritating —nonstaining. @ 
SUPPLIED: KWELL Cream: 
jars of 2 oz. & 1 Ib.—KWELL 
Lotion: bottles of 2 & 16 fl. oz. 


KWELL Shampoo [) 


Please send me a 2 oz. bottle for trial use. 
KWELL Lotion (1) 


Name 


Address 


city 
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Highest in Thiamine 
among High-Protein Foods 


Bu meat in its many delicious forms—chops, steak, ham, Canadian-' 
style bacon, link sausage—provides more thiamine than any other com- 
monly eaten high-protein food. 

In the planning of diets adequate in protein, variety may be obtained 
by choosing from all meats, fish, poultry, eggs, milk, and high-protein 
vegetables. But some high-protein foods are poor in thiamine content. 
Because pork meat outranks all other high-protein foods in its contribu- 
tion of thiamine, its frequent inclusion in the daily menu ensures ade- 
quacy in this important nutrient. 

The other nutritional values of pork are also substantial. For example, 
average servings of 3% ounces (100 Gm.) of lean pork supply 34 grams 
of protein, 9 grams of fat, and, like all other meats, significant amounts 
of all the B vitamins and the minerals iron, phosphorus, magnesium, and 
potassium. The average serving of 100 Gm. lean pork provides a modest 

230 calories. ' 


o. Thiamine Content of Customary Servings 
of Certain Commonly Eaten High-Protein Foods 
and Percentages of Daily Allowances 


Man, age 25 years [i] Woman, age 25 years 


Cooked Lean Pork Meats Poultry Fish and Sea Food Frogs: 2 Milk Cheese eae Pestein Vegetables 
(100 grams) q100 (100 to 240 grams) ( ¢ fl.oz., ( to 130 grams) 
grams) grams) 45 cheddar 
A. Chop. loin center cut A. Cod Fish cakes, 1 large grams) American, A. Beans, canned or cooked 
a A. Chicken, 125 grams, 0.071 mg. 0.080 mg. B: 60 grams, cup, approx. 130 grams, 
118 mg. toasted, B. Halibut steak, cooked 0.090mg.B1 or 0.060 mg. Br 
B. Roast, sirloin, 2 slices 100 grams, 0.061 me B. Lentils, dried, cup, 
127 a B) x%*,0.080 C. Salmon, canned, % cu 100 grams 95 grams, 0.130 m 
meg. 100 grams, 0.030 mg Both, 0.020 C. Asparagus 4 cup cut 
c Sesen, Conagien ae B. Turkey, D. Tuna, canned, drained mg. Bi pieces, 100 grams, 0.130 mg. B1 
e roasted. % cup solids, 100 grams, D. Beans, lima, green, cooked 
ri) Ham om cured shank end average, 0 1 % cup, 80 grams, 0.110 mg. Br a 
9 mg Br 3 slices Oysters, meat only, raw E. Peas, black-eyed, immature 
f Ham ‘teat fresh, 2 shiees 3%" 12% 1 cup, 240 grams, seeds, cooked, cup, 80 grams, 
21%" 068 me 0.081 0.350 mg. 0.230 me Bi 
F. Sausage, link, 2% links me. Br F. Peas, green, cooked, 4 cup 
80 grams, 0 200 mg. Bi 


average, 076 mg 


1. Leverton, RM. and Odell, G. V.: The Nutritive Value of Cooked Meat, Oklahoma Agricultural 
Experiment Station, Oklahoma State University, Miscellaneous Publication MP-49, 1958. 


The nutritional statements made in this advertisement 
have been reviewed by the Council on Foods and Nutri- 
tion of the American Medical Association and found 
consistent with current authoritative medical opinion. 


American Meat Institute 
Main Office, Chicago...Members Throughout the United States 
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clears the tineas 


from head to toe- 


In tinea capitis 


orally 


Before Futvicin: Tinea capitis (Microsporum After Futvicin: Normal, new hair growth after 6 
audouini) in a 7-year-old boy. weeks of oral therapy. 


Photos courtesy of M. M. Nierman, M.D., Calumet City, Il, 


Lesions clear, cultures become negative in 


FEBRUARY, 1960 


tinea corporis: 4 to 5 weeks' onychomycosis: 4 to 6 months' 
tinea cruris: 4 to © weeks' tinea pedis: 6 to 8 weeks' 


first oral fungistat to penetrate keratin from the inside... acts to check invading ring- 
worm fungi (Microsporum, Trichophyton, Epidermophyton)...usually well tolerated, 
side eflects rare in therapeutic doses. 

For complete information about dosage. indications and precautions consult Schering 
Statement of Directions. 

Packaging: Furvicin Tablets, 250 mg., bottles of 30 and 100. 

1. Robinson, H. M., Jr., et al.: Griseofulvin, Clinical and Experimental Studies, A.M.A, Arch, 
Dermat., in press. 
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SPECIAL STAPH MESSAGE #3 _. 
TO PUBLIC HEALTH OFFICERS 


When your recommendations to hospitals for Staph control 


include more meticulous housekeeping and thorough environmental 


disinfection, have you considered the specific practical 


applications of Lehn & Fink phenolic disinfectants? 


For instance — 


To disinfect blankets—use of Amphyl® in the 
soaking-soaping laundry cycle, as well as in the rinse 
for residual effect. Laboratory and laundry use tests 
show 98 to 100% reduction in colony count.* 


To reduce bacterial contamination on floors, surfaces, 
and in the air—use of O-syl® daily on the floor 

of the recovery room and the hallway outside it reduces 
bacterial contamination on the treated floor 95% and 

on other surfaces and in the air significantly.* 


To maintain day-in, day-out reduction in bacterial 
contamination of all areas—use of Tergisyl® 
disinfectant-detergent on all floors and walls, 
frequently and repeatedly, not only decontaminates 
immediately but has demonstrable residual effect.* 


The proven effectiveness of our phenolic disinfectants 
recommends any one of them for your consideration. Amphyl®, 0-syl® 
and Lysol® disinfectants, and Tergisyl® disinfectant-detergent 
have individual characteristics to aid in selection but all 

are effective against Staph as well as many other pathogenic 
organisms, including TB bacilli. 


* 

Please write wd 

for report and <4 
/ 


product samples 


Charles F. Manz 
General Sales Manager 
Professional Division 


LEHN & FINK PRODUCTS CORPORATION, 4934 Lewis Ave., Toledo 12, Ohio 
©L&F 1959 
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Poliomyelitis -Diphtheria-Pertussis-Tetanus 


PEDI-ANTICS 


WHAT 
ARE 
THEY 
WORRIED 


ABOUT 2 
THEY'RE THE 


Due 
FOR THEIR DOCTOR 


USES 
SHOTS... TETRAVAX 


ANYTHING 
WE HATE, 
ITS 
SNIVELING 
COWARDS 


HAVE BEEN 
INVENTED... 


AND POLIOMYELITIS VACCINES 


now you can immunize against more diseases...with fewer injections 


Dose: 1 ce. 


Supplied: 9 ce. vials in clear plastic cartons. Pack- 
age circular and material in vial can be examined 
without damaging carton. Expiration date is 
on vial for checking even if carton is discarded. 


For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 


TETRAVAX 1S A TRADEMARK OF MERCK & INC. 


Oo) MERCK SHARP & DOHME, pivision OF MERCK & CO., INc., PHILADELPHIA 1, PA. 
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THEY OTS THERE'S OH FOR US 
= YES? COWARDS, 
one ! TETRAVAX 
DIPHTHERIA ND TETANUS TOXOIDS WITH PERTUSSS 
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In the middle years when a moderate reduction of fat 
in the diet is indicated for the maintenance of health 
and well-being, a basic cereal and milk breakfast merits 
consideration. Its fat content of 10.9 gm. provides 20 
per cent of the total calories. Thus it is a moderate low-fat 
breakfast. As shown in the chart below, it provides for 
this age group and for most others about one-fourth of 


A man of 45 
and a moderate 
low-fat 


well-balanced 
breakfast 


the recommended dietary allowances of protein, impor- 
tant B vitamins and essential minerals. The lowa Break- 
fast Studies demonstrated that a well-balanced cereal and 
milk breakfast increased mental and physical efficiency 
during the later morning hours and that it was nutri- 
tionally efficient. 


recommended dietary allowances* and the nutritional contribution of a basic cereal and milk 


moderate low-fat breakfast 


Menu: Orange Juice—4 oz. ; 


Cereal, dry weight—1 oz. ; 

Whole Milk—4 oz.; Sugar—I1 teaspoon; 
Toast (white, enriched)—2 slices ; 
Butter—S5 gm. (about 1 teaspoon) ; 
Nonfat Milk—8 oz. 


Nutrients Calories Protein Calcium 


Vitamin Niacin Ascorbic 


Iron A Thiamine Riboflavin equiv. Acid 


Totals supplied by 

Basic Breakfast 503 20.9 gm. 0.532 gm. 
Recommended Dietary 

Allowances—Men, 45 Years 

(70 kg.—154 Ib.) 3000 70 gm. 0.8 gm. 


Percentage Contributed 
by Basic Breakfast 168% 29.8% 66.5% 


27mg. S8B1LU. 0.46 mg. 0.80 mg. 7.36 mg. 65.5 mg. 


10mg. SOOOLU. I1.5mg. 1.8 mg. 20 mg. 75 mg. 
270% 118% 307% 444% 368% 87.3% 


Cereal Institute, Inc.: Breakfast Book 

Chicago: Cereal Institute, Inc., 

Food & Nutrition Bd. Rec« eae Dietary Allowances, Revised 1958. 
Natl. Acad. Sci.—Natl. Research Council Publication 589, 1958 

Watt, B. K.. and Merrill, A. L.: Composition of Foods—Raw, 
Processed, Prepared U.S.D.A. Agriculture Handbook No. 8, 1950. 


* The allowance levels are intended to cover individual variations 
@mong most normal persons as they live in the United States under 
usual environmental stresses. Calorie allowances apply to 
individuals usually engaged in moderate physical activity. For 
office workers or others in sedentary occupations they are excessive. 
Adjustments must be made for variations in body size, age, 
physical activity, and environmental temperature. 


CEREAL INSTITUTE, INC. 
135 South La Salle Street, Chicago 3 


A research and educational endeavor devoted to the betterment of national nutrition 
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NOW a truly definitive answer 
to an ever-present problem 


menstrual cup 


You can prescribe Tassette with full assurance that 
your patient will find a safe, effective and completely 
acceptable answer to her menstrual control problem. 
Tassette, made of soft pliable rubber fits anatomically at 

| the mid point of the vaginal wall and acts as a catch basin 
| for the menstrual flow (see anatomical drawing). It is 
easily folded, needs no inserter, and can be simply 
emptied and replaced as needed. Tassette requires no 
| measurements or fitting. and can be worn with complete 
| comfort at all times. 

Tassette permits your patient to swim, dance and 
engage in any activity because it catches the flow and 
seals it off completely. Thus there is no odor or possibility 
of leakage or staining as may occur during periods of 
heavy flow when tampons are used. There is no danger 
of chafing, irritation or infection, and no belt is required, 
as with ordinary sanitary napkins. 

Tassette has many medical applications other than 
its use as a menstrual cup. During the intermenstrual 
period it provides the most satisfactory and safe method 
for collecting vaginal, cervical or uterine secretions for 
diagnostic purposes. Tassette has also been used to insure 
against leakages in vesico-vaginal fistula. 

Modern internal menstrual control is now accepted 
by the medical profession and Tassette is widely recom- 
mended by gynecologists in place of sanitary napkins and 
tampons. In order to acquaint you with Tassette this spe- 
cial offer is made: Send $3.50 (reg. price $4.95) for one 
Tassette with complete directions, postage prepaid. Tas- 
sette guarantees satisfactory use for two years or your 
money back. 


Mail this coupon 1 Cash Please send me — Tasseties. Enclosed is $_ 
with cash, check or | 
money order to Check Name 


TASSETTE, 
170 Atlantic Square 


[] Money Order Street 
Stamford, Conn. | 


State _Zone 


Dept. M.6 


| 
the safe and sanitary 
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Diagnostic 


Quandaries 
Gall Bladder Disease? 


Colitis ? 


Chronic Appendicitis? 


Rheumatoid Arthritis? 


DISEASE that is frequently 

4 overlooked in solving diag- 
nostic quandaries is amebiasis. 

Its symptoms are varied and 
contradictory, and diagnosis is extremely 
difficult. In one study, 56% of the cases 
would have been overlooked if the routine 
three stool specimens had been relied on.' 


Another study found 96% of a group 
of 150 patients with rheumatoid arthritis 
were infected by EF. histolytica. In 15 of 
these subjects, nine stool specimens were 
required to establish the diagnosis.” 

Webster discovered amebic infection in 
147 cases with prior diagnoses of spastic 
colon, psychoneurosis, gall bladder dis- 
ease, nervous indigestion, chronic appen- 
dicitis, and other diseases. Duration of 
symptoms varied from one week to over 
30 years. In some cases, it took as many 
as six stool specimens to establish the 
diagnosis of amebiasis.’ 

Now treatment with Glarubin provides 
a means of differential diagnosis in sus- 
pected cases of amebiasis. Glarubin, a 
crystalline glycoside obtained from the 
fruit of Simarouba glauca, is a safe, effec- 
tive amebicide. It contains no arsenic, 
bismuth, or iodine. Its virtual freedom 
from toxicity makes it practical to treat 


Regional Enteritis? 


suspected cases without undertaking dif- 
ficult, and frequently undependable, stool 
analyses. Marked improvement following 
administration of Glarubin indicates path- 
ologically significant amebic infection. 


Glarubin is administered orally in tablet 
form and does not require strict medical 
supervision or hospitalization. Extensive 
clinical trials prove it highly effective in 
intestinal amebiasis. 


Glarubin* 


TABLETS 
specific for intestinal amebiasis 


Supplied in bottles of 40 tablets, each 
tablet containing 50 mg. of glaucarubin. 


Write for descriptive literature, bibli- 
ography, and dosage schedules. 


1. Cook, J.E., Briggs, G.W., and Hindley, F.W.: Chronic Ame- 
biasis and the Need for a Diagnostic Protile, Am. Pract. and Dig 
of Treat. ¢:1821 (Dec., 1955 

2. Rinehart, R.E., and Marcus, H.: Incidence of Amebiasis in 
Healthy Individuals, Clinic Patients and Those with Rheumatoid 
Arthritis, Northwest Med., 44:708 (July, 1955) 

3. Webster, B.H.: Amebiasis, a Disease of Multiple Manifesta- 
tions, Am. Pract. and Dig. of Treat. 9:897 (June, 1958) 


*U.S. Pat. No. 2,864,745 


THE S.E. ASSENGILL COMPANY 


BRISTOL, TENNESSEE 


KANSAS CITY . SAN FRANCISCO 


NEW YORK 
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The importance of health education for community health has seldom, if 


Journal 
of Public 
Health 


ever, been better stated than in this address. Education is necessary for 


the governmental authorities, for the technical personnel, and for the 


public. The why is explained by Gaylord Anderson, and 


FEW YEARS AGO the late Dr. Rose- 

nau, whose spirit I feel hovers over 
any public health meeting in this coun- 
try. left us a thoughtful and inspiring 
definition of his concept of preventive 
medicine. Were Dr. Rosenau still alive. 
he would, | am sure, permit me to make 
a slight alteration, substituting for the 
phrase “preventive medicine” the term 
“world health,” for his vision of preven- 
tive medicine and public health recog- 
nized no international political barriers 
—to him the attainment of health was 
indeed a one-world challenge. With this 
modification, | should like to share with 
you Dr. Rosenau’s valedictory to a stu- 
dent group: 

“World health dreams of a time when 
there shall be enough for all, and every 
man shall bear his share of labor in 
accordance with his ability, and every 
man shall possess sufficient for the needs 
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one can only say—this you must read! 


HEALTH EDUCATION—A ONE-WORLD CHALLENGE 


Gaylord W. Anderson, M.D., Dr.P.H.. F.A.P.H.A. 


of his body and the demands of health. 
These things he shall have as a matter 
of justice and not of charity. World 
health dreams of a time when there shall 
he no unnecessary suffering and no pre- 
mature deaths; when the welfare of the 
people shall be our highest concern: 
when humanity and mercy shall replace 
greed and selfishness; and it dreams 
that all these things will be accomplished 
through the wisdom of man. World 
health dreams of these things, not with 
the hope that we, individually, may par- 
ticipate in them, but with the joy that 
we may aid in their coming to those who 
shall live after us. When young men 
have vision the dreams of old men come 
true.” 

This vision of Dr, Rosenau’s is in it- 
self an inspiration to anyone who is 
interested in the problem of world 
health. There is one phrase in it, how- 
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ever, that is of particular significance 
for us today. When Dr. Rosenau says 
that these dreams of health “will be 
accomplished through the wisdom of 
man.” he expresses his belief that these 
social, economic, and scientific advances 
are not to come through mere accident 
or through any divine dispensation but 
are to be achieved through wisdom, 
wisdom that is acquired through educa- 
tion. He has thus placed health educa- 
tion as the ultimate force in the improve- 
ment of the health of mankind in the 
years that lie ahead and in the various 
regions of the earth where there is still 
so much to be accomplished in the con- 
trol of avoidable illness. 

For many years it has been my prac- 
tice in discussing public health measures 
with my students to group these into 
three categories: regulation. service. and 
education. Regulation is the simplest of 
these measures. A legislative body, or 
a health department endowed with quasi- 
legislative authority, passes a law or 
regulation which is usually of such a 
character that it protects the health of 
a large number of people. Then its en- 
forcement is entrusted to a small corps 
of individuals who, through their activi- 
lies, protect the health of the commu- 
nity. For example, a law may be adopted 
requiring the pasteurization of all milk 
sold within a state or a city and the 
health department is empowered to en- 
foree this regulation through the use of 
its inspectors. You and I, as taxpayers. 
play no active part in this program 
(other than paying the bill), for this 
small corps of inspectors does the work 
for us. We derive protection from their 
activities and are protected whether or 
not we understand or appreciate their 


work. 

On the other hand, it would be folly 
to believe that regulation can be as sim- 
ple or as independent of education as | 
have just implied. The regulating body 
will not adopt a new ordinance until 
it has been educated to the need for, and 


value of, such an order nor can_ the 
health department enforce its provisions 
unless the appropriating body makes 
available the funds necessary for em- 
ployment of the required personnel. 
Furthermore, no regulation, even 
though its legality is upheld by the high- 
est court of the land, can be enforced. 
unless there is public acceptance of it. 
I recall only too well a community of 
some 25,000 population which some 
years ago tried to shift almost overnight 
from 25 per cent to 100 per cent pas- 
teurization. An impetuous health of- 
ficer. ignoring advice that he go slowly. 
used his authority to order community- 
wide pasteurization on a permanent 
basis and stubbornly clung to his de- 
cision in spite of extensive public pro- 
test. Certain leaders of a nonunder- 
standing public challenged the legality 
of his decision in court where, inciden- 
tally, Dr. Rosenau appeared as one of 
the witnesses in defense of the regula- 


tion. 

It was only a momentary satisfaction 
when the court upheld the legality and 
constitutionality of the ordinance, for in 
the forthcoming mayoralty campaign 
pasteurization became a deciding issue 
in the election of a candidate whose sole 
platform consisted of two planks—‘get 
the streetcar tracks off Main Street and 
repeal the milk ordinance.” With such 
a profound program for civic improve- 
ment, he won an overwhelming victory. 
discharged the health officer, and_ re- 
placed him by one who acceded to his 
demand that the pasteurization ordi- 
nance be repealed. Thus a constructive 
public health program based on proved 
scientific fact and backed by regulatory 
authority was nullified, not because of 
lack of understanding on the part of 
the regulatory or appropriating body but 
simply because the public had not been 
educated to the value of this form of 
protection and was, therefore, unwilling 
to accept it. The result was manifest. 
namely, that the milk sanitation pro- 
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gram of the community was set back 
from ten to twenty years until such 
time as the wounds caused by this epi- 
sode had healed and an uninformed pub- 
lic in whom various prejudices had been 
aroused slowly acquired a better under- 
standing of the value of pasteurization. 

If one may learn a lesson, and we 
should all learn from our failures as well 
as our successes, it is that education is 
fundamental to the regulatory process. 
However attractive may be the _possi- 
bilities for disease control through regu- 
lation, we cannot, in a democratic so- 
ciety, exercise this authority without 
regard to its acceptance by the people 
who are to be subjected to regulation. 
This acceptance in a free society is not 
to be granted by mere bowing of the 
head in acquiescence to superior au- 
thority but rather through understand- 
ing of the reasons for, and the need of. 
regulation. If we believe in democracy 
rather than dictatorship—if we believe 
that the people collectively have a right 
to decide for themselves—then we must 
accept the fact that education is funda- 
mental to health progress and that with- 
out this education the best of programs 
will fall short of their objectives. 

As we reach outside of our own na- 
tion and outside some of the democratic 
societies in other parts of the world, 
and see the upsurging of the people in 
some of the less developed areas and 
their demand for independence and self- 
government, we must recognize that 
these very people will be faced with 
serious health problems in the years that 
lie ahead. Some of these areas are those 
in which at the moment health problems 
are the most severe. Some of them are 
areas where the regulatory approach to 
control offers great possibilities of almost 
dramatic progress. Many of them are 
also areas where education has not been 
as advanced as in various parts of the 
Western world. In these areas we shall 
inevitably see an increased need for gov- 
ernmental regulation in health, but the 
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effectiveness of these measures will, as 
in this country, depend upon the extent 
to which they may be accepted by a 
people who are becoming increasingly 
conscious of their right of self-determina- 
tion and increasingly resistant to any 
suggestion of dictation by government. 
Here, unless we have health education 
commensurate with the needs of the peo- 
ple and with the growth of regulatory 
programs, we shall see such programs 
fail of their accomplishments and_ the 
people left in their present unfortunate 
condition solely because they do not 
understand the reason for and the need 
of measures which are being adopted 
for their protection. 

Last evening at the international din- 
ner, as I saw the United States make 
gifts of three million dollars to the 
World Health Organization to aid in its 
malaria control program and two million 
to the Pan American Health Organiza- 
tion, | conjured up visions of what might 
be accomplished thereby. I had visions 
also of regulation, some of it possibly 
distasteful to some persons, and I ut- 
tered a silent prayer that in development 
of this program those responsible would 
not forget the need for educating the 
public so that such measures would be 
accepted and that through this education 
the people of these areas would be pre- 
pared to continue such measures after 
the special grant funds are exhausted. 

The second approach to the solution 
of any public health problem is through 
the medium of service. This again is 
a simple measure in theory but, like 
regulation, must rest on sound public 
understanding. It is a simple idea to 
develop a program of service to indi- 
viduals, each of whom, through the 
acceptance of this service, is individually 
benefited. The community as a whole 
benefits to the extent that this service 
is accepted by a large enough group of 
individuals. This service may be so 
simple a thing as immunization against 
a certain infection, hospitalization for 
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a communicable disease, provision of 
facilities for the better care and protec- 
tion of women during childbirth, or the 
conduct of conferences or clinics for the 
health protection of their children. It 
may be a program of service in’ the 
diagnosis and treatment of a chronic 
degenerative disease. 

Regardless of the nature or purpose 
of this service. there can be no benefit 
whatsoever unless the people, to a suf- 
ficient degree, avail themselves of the 
protection afforded through it. The best 
immunization clinic in the world is of 
no value if no child is brought to it for 
protection. The best hospital is valueless 
if no patient seeks its shelter. Neither 
of these will occur unless the individual 
has knowledge of the benefits to be de- 
rived from this service, for without such 
knowledge there is slight incentive to 
either seek or even accept a proffered 
service. 

I recall only too well a New England 
city that, prior to beginning a mass 
diphtheria immunization program, had 
the unenviable distinction of the highest 
diphtheria death rate in the United 
States. A mass immunization program 
was conducted. utilizing almost every 
conceivable device to bring to the atten- 
tion of the public the facilities offered 
through the physicians’ offices and 
clinies- lectures, parades. flyers. radio 
announcements, even refunds of fares 
by the streetcar company if a woman 
accompanied by a child got off the car 
in front of an immunization clinic. The 
results were dramatic, with a tremendous 
outpouring of the population for im- 
munization and a sudden drop in the 
diphtheria case and death rates. Un- 
fortunately. however, within five years 
the rate had returned to one of the 
highest in the continental United States. 
for there had been no real education. 
What had occurred had been a semi- 
hysterical response to propaganda with- 
out any real understanding on the part 
of the public and therefore, in the ab- 
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sence of the highly emotional program 
of propaganda, no continuing demand 
for immunization service through the 
office of the physician or through the 
clinics that were continued from year 
lo year. 

But it is not only in our confusion 
hetween propaganda and education that 
we have failed in our service programs. 
1 recall only too well standing in an 
Egyptian village where wells with ap- 
propriate hand pumps had been installed 
along the street that paralleled the irriga- 
tion canal. The water in these wells was 
of good quality and the pumps were in 
good condition but as I stood there | 
saw a housewife come from her mud hut 
with a jar on her shoulder, walk within 
a few feet of a pump. and proceed to 
the edge of the canal where she filled 
her vase with the filthy, slimy canal 
water. As she did so, she paid no atten- 
tion to the accumulated filth, floating 
vegetation. and even a dead burro float- 
ing less than fifty feet from the spot 
where she filled her jar, nor could she 
he aware of the bacterial life with which 
this water was teeming. 

As I reflected upon this incident and 
her obvious rejection of a safe water 
supply in favor of one that | knew to 
he unsafe. | found myself thinking of 
this lady not as ignorant but rather as 
uneducated. Within her pattern of think- 
ing she was doing something very logi- 
cal when she turned to the canal for 
water for her family. To her, the water 
in that canal was something very vital. 


for turned upon the land it meant food. 
and food meant life. Without the water 
there could be no life. Thus, within her 
culture and her reasoning that canal 
water was good and therefore was 
usable. It took a different level of un- 
derstanding and a certain element of 
education to make her realize that this 
canal water, that she had grown up to 
respect, was less desirable than the new 
source of water drawn from the ground 
and to which she had, over the years. 
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been completely unaccustomed. The 
problem here was not one of service, 
for service was available; it was one of 
education and an education that could 
penetrate fundamental concepts deeply 
ingrained within her being and logical 
to her way of thinking. 

By way of contrast, I often think of 
the day when, in Santiago, Chile, I went 
down into one of the slum areas with a 
DDT dusting team. This was an area 
of squatters, living in shacks built on 
hare ground from whatever pieces of 
wood or metal could be fastened to- 
gether, not too dissimiliar from those 
that you and I as children built in our 
hack yards. Here were thousands of 
people crowded together with the most 
primitive of sanitary facilities, and ab- 
sence of bathing facilities. and experi- 
encing infant and tuberculosis mortality 
rates that we would have considered 
shocking even a half-century ago. A 
few years earlier, whenever typhus ap- 
peared in such an area, it was a signal 
for the people to scatter and disappear 
before the arrival of the disinfesting 
team, referred to in nonloving terms as 
“the dog catchers.” Today. as we stood 
there, I saw children tugging at the 
dress of the public health nurse to make 
certain that each got his share of powder 
in the hair or up the sleeves or down 
the back of the neck. I saw mothers 
bringing to the dusting parties every 
conceivable piece of cloth in their scant 
possessions. We were welcome, not 
feared. We were friends, not foes. The 
difference was one not only of methods 
(for methods had improved) but rather 
of understanding. It is true that no one 
in the group had ever heard of rick- 
ettsiae: none had heard of Pediculus 
humanus: few knew the relationship 
between lice and typhus. but all had 
come to learn that the health department 
was in reality their friend. All had come 
to learn that this dusting added not only 
to their comfort but also to their well- 
being and was. therefore. something de- 


FEBRUARY, 1960 


HEALTH EDUCATION 


sirable, not to be feared or resisted, The 
education might be of a low level but 
it was fundamental and based upon an 
acceptance of a very simple idea, an 
idea that could be accepted not on 
theoretical grounds but on the basis of 
actual demonstration as to its value. 

I have often thought also of the two 
girls I saw sitting one winter day on 
the edge of a public fountain in Santi- 
ago. The temperature was in the upper 
30’s or lower 10’s. Here were two girls. 
one about six or seven, her older sister 
fourteen or fifteen, perched on the edge 
of the fountain and dangling their feet 
in the icy water; the older one rubbing 
her legs to get them clean and scrubbing 
the legs of her younger sister. When | 
returned to my hotel room, which was 
not too warm, and warmed myself in a 
tub of hot water, I could not help reflect- 
ing as to what entitled me to such luxury 

—which was completely unknown to these 
two youngsters who probably never 
had enjoyed the luxury of a hot soak. 
and I wondered to what extent my tech- 
nical and scientific education would have 
impelled me to seek cleanliness at the 
expense of the cold and chilling waters 
of that fountain. What I had observed 
was the effect of education, for obviously 
these youngsters had an appreciation 
of cleanliness and were seeking it even 
at the price of physical discomfort. For 
some reason or other, service to these 
had not kept up with demand and un- 
derstanding but I had seen evidence that 
a service in the form of bathing facili- 
lies available to these youngsters would 
have been utilized. because deeply in- 
grained within them was a basic under- 
standing that cleanliness was something 
so good and so desirable that it should 
he achieved even at the price of incon- 
venience and discomfort. 

As I have had the opportunity to ob- 
serve public health services in many 
countries of the world and to read about 
others in distant lands, I have become 
increasingly conscious of the fact that 
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fundamental to all of these is the prob- 
lem of education. We must have educa- 
tion at a high level for those who are 
to appropriate the money for the sup- 
port of services; we must have education 
at the technical level for those who are 
to render the services. Equally impor- 
tant. we must have education of the 
people who are to receive the services, 
for without health education of the pub- 
lie our efforts are bound to fail and 
the vast sums made available for the 
provision of these services will go for 
naught. 

A third approach to the solution of 
any health problem is education alone, 
for there are many types of problems 
which cannot be solved by regulation or 
by service but only through the under- 
standing of the people as to the conduct 
of their personal lives. It would be 
simple for a government to pass a regu- 
lation that every family must buy so 
much milk in the course of a day or to 
provide a service whereby every house- 
hold is furnished a certain amount of 
milk, but there is no regulation that can 
he passed to force a mother to feed the 
milk to her child or that will compel the 
child to swallow the milk that is put in 
front of it. We might conceivably pass 
a regulation that woman who 
becomes pregnant shall report her con- 
dition to a governmental agency and 
even prescribe that she shall see the 
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physician or visit a clinic a requisite 
number of times during the pregnancy. 
but there is no way in which any regula- 
tion can be enforced or no clinic to pro- 
vide a service that will compel that 
mother to recognize the significance of 
the early signs of toxemia. We may pro- 
vide for reporting of cancer and estab- 
lish clinies for diagnosis but there is no 
way of compelling the individual to 
recognize the vague symptoms which 
may lead to the early diagnosis of a 
cancerous growth. It is only through 
education of the public as to their habits 
of life and their personal conduct that 
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we are going to make an approach to 
some of the most fundamental of our 
present-day public health problems. It 
is only through personal understanding 
that the individual can make the mental 
adjustment to present-day tensions which 
is essential to good mental health. It is 
only through personal understanding 
and individual adjustments that we may 
hope to make any approach to popula- 
tion control which, for many parts of 
the world, looms as the most serious 
problem as some .of the major causes 
of death are removed and population 
expands at increasingly rapid rates. 

From what I have said, it is clear I 
feel strongly that as we discuss world 
health and recognize that we are dealing 
with one world, in which the health 
problems of one nation become the con- 
cern of others, we must build our pro- 
grams fundamentally on education. 
Regulation alone will not suffice nor will 
expanded and lavish programs of serv- 
ice, for it is only through education that 
regulation will be accepted or service 
utilized. We are thus faced with a 
tremendous problem of health education 
which is the concern of each and every 
one of us. 

As we approach this problem, how- 
ever, we must remember that knowledge 
is not the sole property of any one na- 
tion or even group of nations. We must 
recognize that just as problems differ 
from one part of the world to another. 
so also do cultures. We must recognize 
the solution that is best suited for one 
country may be completely inappropri- 
ate for another. I have heard a great 
deal in recent years about community 
development as though this were some 
miraculous discovery of the midtwentieth 
century. [ have heard a great deal 
about community organization and a 


great many phrases such as “group 
dynamics. “inter-personal __relation- 


ships,” and the like. One of our stu- 
dents who had spent many years as a 


medical missionary in New Guinea re- 
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marked at the end of the year that she 
had heard many new phrases and terms. 
but they all described something that 
she had seen going on within the 
savage villages of New Guinea where a 
pattern of community organization had 
developed in complete absence of psy- 
chological theories and educational jar- 
gon. 

| have been and am deeply concerned 
with respect to some of our educational 
programs lest in our enthusiasm meas- 
ures, which we describe in ever-changing 
polysyllabic terms, be thought of as 
something peculiar to our civilization 
and a sine qua non to effective health 
education. I am worried lest we fail 
to recognize that even in the more 
primitive societies there is a cultural 
pattern within which any education 
must be developed. I have little sym- 
pathy for a program of health education 
which demands that people change their 
pattern of community life, that they 
alter their culture, that they accept be- 
havioral patterns so contrary to their 
background. We must accept the fact 
that for reasons not immediately clear 
to us these peoples in various parts of 
the world have evolved a philosophy of 
life and a pattern of behavior dependent 
upon their backgrounds, a pattern that 
may well be best suited to their needs 
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and far better than anything you or | 
can impose upon them. If we are going 
to develop and achieve sound world-wide 
health education, it is essential that in 
each country the program be adapted 
to the mores, to the customs, to the cul- 
ture of these people. It is essential that 
we avoid the temptation to try to super- 
impose upon them something that ap- 
pears to be useful simply because we 
have found it to be good. 

During the past two days here at 
Atlantic City we have brought together 
representatives from over twenty nations 
of this world. We have in this, as in 
other meetings, discussed some of the 
problems of world health and we have 
talked in terms of one world, one health 
for all mankind. In a couple of days 
we shall be breaking up. We will scatter 
to our respective communities and _re- 
turn to our allotted tasks, each, I hope, 
somewhat better imbued with our sense 
of responsibility for the health of one 
world but each of us. with due humility. 
carrying with him the message of the 
memorable poem of Kipling: 

“The tumult and the shouting dies; 

The Captains and the Kings depart: 

Still stands Thine ancient sacrifice, 

An humble and a contrite heart. 
Lord God of Hosts, be with us yet, 


Lest we forget—lest we forget!” 


Dr. Anderson is professor and director, Mayo School of Public Health, Univer- 


sity of Minnesota, Minneapolis, Minn. 
This paper was presented before 


the Health Education Section of the 


American Public Health Association at the Eighty-Seventh Annual Meeting in 


Atlantic City, N. J., October 21, 1959. 
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Action to deal with chronic disease is not new to public health. Tuberculosis, 


syphilis, and others are evidence of this fact. The newer programs 
concerned with chronic disease may be seen in many ways as 


extensions of older and well-established forms of action. The 


Paul Q. Peterson, M.PAL, 


HERE ARE many people working in 
Tithe field of public health who seem 
to think that public health programs in 
chronic disease are something novel. Of 
course, some of the chronic diseases and 
conditions for which programs are now 
heing developed are new to public health 
agencies. However. the fact of the mat- 
ter is that provision of service for long- 
term illness and noninfectious disease 
services has been an integral function 
of most health departments for a long 
time. 

Among traditional infectious disease 
programs tuberculosis and syphilis con- 
trol have occupied positions of major 
interest for many years and these pro- 
grams have been accepted as proper 
public health services. Leprosy and 
malaria likewise are chronic diseases for 
the control of whieh public health or- 
ganizations in this country have assumed 
leadership and responsibility. Further- 
more, state and local health departments 
traditionally have devoted a substantial 
share of their efforts to noninfectious 
chronic disease control activities, such 
as maternal and child health and dental 
health programs. 

These points are made in order to 
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author of this paper supports his argument with examples. 


THE HEALTH DEPARTMENT'S RESPONSIBILITY 
IN CHRONIC DISEASE PROGRAMS 


dispel any thoughts that my discussion 
represents a radically new public health 
program interest. As examples of pro- 
gram components are cited, you will 
recognize old, familiar and established 
technics. The only new aspects are the 
specific procedures necessary for detect- 
ing a particular disease or condition. 
For instance, screening for tuberculosis 
depends on tuberculin testing. photo- 
fluorograms, and 11” x 17” chest plates; 
syphilis screening requires serologic 
tests; whereas in chronic disease screen- 
ing programs blood sugar tests are used 
in diabetes, tonometry in glaucoma, and 
cytologic examination for cancer. How- 
ever, administration and management. 
patient follow-up and referral procedures 
are the same and require the same skills 
and attention to detail, whether referral 
is for tuberculosis or for diabetes. 
Patient education in chronic disease 
is based on the same program concepts 
as patient education in maternal and 
infant health or in acute communicable 
disease. Perhaps chronic disease pa- 
tient education, at least in diabetes, has 
gone further in recommending group 
teaching.' However, this technic was 
horrowed successful prenatal 
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classes and food handler courses. If we 
look at patient services in chronic dis- 
ease we again find old. “tried-and-true” 
program methods. Home delivery serv- 
ices of 15-20 years ago. dental health 
services. crippled children’s programs. 
visiting nurse bedside care—activities all 
so familiar to public health—require 
the same professional and administra- 
tive skills as medical restorative services 
for the cerebrovascular accident patient, 
the arthritic or the disabled aged. The 
social casework. nursing. and medical 
needs of the chronically ill patient re- 
ceiving organized home care are no dif- 
ferent than these same services mar- 
shalled to care for the acute poliomye- 
litis patient and his family. 

Here, then, are the four cornerstones 
upon which chronic disease programs 
are built: case-finding. follow-up. pa- 
tient education, and patient services. 
These are program technics that have 
long been identified with public health 
practice and their effectiveness has been 
well demonstrated. 

In the face of this evidence one may 
ask: How does it happen that the im- 
pression is so widely accepted that 
chronic disease control is a new concept 
and program in public health? Here 
are some of the reasons: 

1. It is obvious to the most casual 
observer that the range of disease en- 
tities included in today’s chronic disease 
programs has expanded quite rapidly. 
In addition, both the number of diseases 
or conditions and their prevalence will 
undoubtedly increase. Cancer. heart dis- 
ease, diabetes, glaucoma. arthritis. and 
rheumatism are some of the conditions 
that today are causing overwhelming 
mortality and morbidity as our popula- 
tion continues to grow and life expect- 
ancy increases. Further, the etiology of 
these diseases is complicated. Some of 
them are transmitted as a genetic reces- 
sive susceptibility and others are related 
to environmental factors such as the food 
we eat and the tensions under which we 
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live? No one would gainsay that these 
are new, substantial problems in pre- 
ventive medicine. 

2. The preventive medical concept on 
which chronic disease programs are 
built is basically that of secondary pre- 
vention.® This does represent a depar- 
ture from the traditional public health 
program objectives which, in general, 
have been primary prevention and the 
ultimate eradication of a disease as a 
public health problem. Dedication to 
this concept has been singularly success- 
ful and has brought organized publie 
health work to its present place of esteem 
in public and professional circles. Sec- 
ondary prevention without the hope of 
primary prevention, then, is a new pro- 
gram concept which the chronic disease 
problem requires us to use in planning 
and application. 

3. Public health agencies are becom- 
ing aware of the fact that chronic dis- 
ease programs require a broader base 
of professional participation and_re- 
orientation of staff relations. Long-term 
illness and its attendant disabilities can 
best be handled when a constellation of 
professional services and facilities are 
brought to bear by a well organized 
staff.4 Medical-social casework and phys- 
ical therapy loom large along with the 
traditional services of public health and 
bedside nursing. and nutrition. Labo- 
ratories must offer additional services 
such as blood sugar analysis and cy- 
tology in addition to basic bacterial and 
viral work. Community service agencies 
and facilities for intermediate and long- 
term patient care are important to 
chronic disease programming. 

This short list serves to point out what 
| believe accounts for the feeling of in- 
security concerning chronic disease pro- 
grams presently being voiced by many 
both in public health and private medi- 
cine. This results from: (a) recogni- 
tion of the gross size of the problem and 
its complexity; (b) difficulty in accept- 
ing the concept of secondary prevention 
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without hope of primary prevention; 
and (e) resistance to redirection of 
standard procedures and_ staff assign- 
ments. and the inclusion of new technics 
in program activities. 

Recognition of these basic factors may 
obviate the wasting of time and effort 
now being lost through “shadow-boxing” 
with such statements as: “Public health 
is supposed to deal only with commu- 
nicable disease problems”; or, “Public 
health does not have the professionally 
trained staff to do chronic disease pro- 
grams: or, “Public health does not 
have the experience, facilities, or budget 
to do these programs.” These are not 
realistic justifications for inaction. The 
legal authority delegated to health de- 
partments is to protect the public health; 
it is not limited only to controlling in- 
fectious diseases.° Health departments 
have been doing chronic disease work 
and do have experience in the field. We 
admit not being satisfied with our pro- 
fessional knowledge and therefore we are 
engaged in extensive training programs. 
No one agency has enough staff and 
money to do the job alone. Working 
together something can be started, but | 
believe without public health leadership 
and support no community chronic dis- 
ease program can achieve adequate ob- 
jectives. 

Rather than discuss chronic disease 
program content in the abstract, | should 
like now to present a short description 
of several programs as examples of suc- 
cessful chronic disease efforts. 

1. Mass Diabetes Screening and Mul- 
tiple Sereening—In Washineton, D. C.. 
the Health Department houses in its Up- 
shur Street Health Center a chronic dis- 
ease detection program which includes 
the following: Cornell Medical Index 
questionnaire, serologic test for syphilis. 
blood sugar test (Wilkerson-Heftmann ). 
white blood cell count, hemoglobin, urin- 
alysis. cervical cytology, proctoscopic 
examination, electrocardiograph. and 
14” x 17” chest x-ray. The complete 
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screening program is given to 10 to 12 
persons a day. Of the 5,000 persons 
sereened from April, 1955, to June, 
1958. only a very small percentage pre- 
sented no significant finding. Of the 
1.400 persons screened for glaucoma. 
approximately 3 per cent showed ab- 
normality requiring ophthalmological 
examination. 

Besides doing multiple screening the 
department has continuously carried on 
mass blood testing for diabetes. From 
February. 1955. through June, 1958. 
96.306 persons were given blood sugar 
tests at 130 mgm true glucose and 3.220 
of them positive; 2,675 of 
these received follow-up and 1,111 were 
diagnosed as diabetic. The diagnosed 
diabetics represent 1.17 per cent of the 
total population screened. A case regis- 
ter of all diagnosed cases of diabetes is 
maintained and the Nursing Bureau- of 
the department does a follow-up every 
six months in order to assure the main- 
tenance of medical supervision.® 

2. Mobile Chronic Disease Case-Find- 
ing—A case-finding program designed 
to meet an entirely different set of cir- 
cumstances is the “Arizona Multiphasic 
Screening Program.” The object is to 
screen groups in population centers, such 
as state and county fairs. by means of a 
mobile unit. Tests offered are minifilm 
of the chest. serologic test for syphilis. 
blood sugar. and measurement of intra- 
ocular tension. Two bus units house the 


screened 


operation, one a standard x-ray bus and 


the other a laboratory trailer where 
serologic tests and blood sugars are run 
and tonometry performed. A _ staff of 
eight operate the unit and include x-ray 
and laboratory technicians. project di- 
rector. and clerk. Volunteer workers 
include registration and traffic clerks and 
the ophthalmologists who perform the 
tonometry. 

From October 1. 1957. to May 14. 
1958. there were 9.889 chest minifilms 
which resulted in 23 new diagnosed 
cases of tuberculosis. A total of 12.135 
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blood sugar tests taken resulted in the 
diagnosis of 63 previously unknown 
cases of diabetes, with “no report re- 
ceived” on 38 positive screenees. An 
Indian survey done May 30-July 6, 1958, 
uncovered 22 previously unknown cases 
of diabetes out of a total of 2,141 
screened. A pilot project was conducted 
for glaucoma. There were 1.261 tests 
resulting in the detection of 11 pre- 
viously unknown cases of glaucoma. 

The multiphasic screening program 
for 1958-1959 already includes eight 
scheduled locations and negotiations are 
being completed for a number of addi- 
tional projects.‘ 

3. Restorative Services Program—The 
New Jersey State Health Department’s 
Division of Chronic Illness provides two 
county hospitals with grants-in-aid funds 
for the employment of physical thera- 
pists, occupational therapists, and medi- 
cal-social coordinators to develop and 
staff a restorative treatment unit. Equip- 
ment is also placed in these hospitals on 
a loan basis to strengthen their diagnos- 
tic and treatment facilities. Professional 
and technical consultation is provided on 
a regular basis from the State Health 
Department. 

An outstanding feature of this project 
is the team approach (physiatrist. medi- 
cal-social worker, physical therapist. and 
occupational therapist) used in the pre- 
admission evaluation to assess the pa- 
tient’s motivation as well as his physical 
capacity to achieve a restorative poten- 
tial. This approach is also used in all 
treatment and in periodic reevaluation 
conferences. 

A completed study of 188 admissions 
to one project in Essex County during 
the period from May, 1955, to January, 
1958, revealed: (1) the majority of pa- 
tients improved under intensive medical 
rehabilitation services; (2) many of the 
patients when discharged were able to 
return to the community instead of to 
the institution from which they were ad- 
mitted; and (3) potential savings of 
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$400,000 have been estimated because 
of the reduction in cost of their main- 
tenance.® 

1. Home Care Program—lIn the Hart- 
ford, Conn., Home Care Program. the 
Health Department is the medical co- 
ordinator. Services needed by patients 
are purchased from existing agencies in 
the community. The greater Hartford 
Community Council acts as custodian 
of the project funds, which are derived 
from local official and voluntary sources 
and supplemented by State Department 
of Health subsidy, and coordinates all 
of the nonmedical community aspects. 

Since the Health Department acts as 
the medical coordinator, the private phy- 
sicians have not expressed any concern 
about losing the patients they refer for 
home care services. Referrals are also 
received from the hospital and other 
health and welfare agencies. The proj- 
ected annual cost of the program is 
$15.000 for 100 patients. Features of 


this program are: (1) all referrals of 
prospective patients are made to the 


Health Department; and (2) the Health 
Department serves as medical coordina- 
tor utilizing a full-time physician for 
this project.” 

5. Nutritionists Working in Nursing 
Home Programs—One of the newer em- 
phases in public health nutrition pro- 
grams is on assisting nursing home ad- 
ministrators to improve nutrition prac- 
tices in the homes by providing resource 
materials, educational programs, and 
consultation to the licensing agency staff 
and nursing home administrators. 

Recognizing that lack of information 
about the actual food service practices 
in nursing homes was an obstacle to 
planning realistic educational programs, 
the Milwaukee City Health Department 
has just completed a study to determine 
whether nursing homes are purchasing 
sufficient quantities of foods to meet the 
nutritional needs of clients. Food con- 
sumption of selected patients was also 
studied. 
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Food purehase and inventory records 
indicated that in nearly all homes ade- 
quate sources of all nutrients studied 
were utilized during the week of the 
study. except that in nearly 50 per cent 
of the homes insufficient quantities of 
vitamin C-rich foods were purchased. 
However, food consumption practices of 
selected patients showed that in addition 
to vitamin C. intakes of vitamin A, pro- 
tein and calcium failed to meet Na- 
tional Research Council Recommended 
Dietary Allowances. 

Other significant findings related to 
food service were the long-fime interval 
between supper and breakfast. unsani- 
tary food-handling technics. poorly 
planned menus and unattractive meal 
service. as well as failure to provide 
therapeutic diets as ordered. 

Information gained from this study 
pointed the way to areas needing em- 
phasis in nutrition work with nursing 
homes and resulted in the Health De- 
partment’s establishing a nutrition 
course for administrators prior to licen- 
sure.!” 

The Florida State Board of Health 
and the Michigan State Department of 
Health have recently developed food 
service manuals directed to the needs 
of nursing homes. These booklets pro- 
vide a wealth of resource material and 
can be the basis for a variety of edu- 
cational activities with administrators 
and the licensing staff. 

There are two additional program ele- 
ments of such importance that | wish 
to call attention to them. The first: of 
these is health education, All of us have 
recognized the necessity for exploiting 
health education in community organiza- 
tion for case finding and in patient edu- 
cation activities. In addition to such 
specific program responsibility. the 
health educator must guide the develop- 
ment of the general health education 
effort. However. there are program 
areas in which fullest exploitation seems 
to be neglected. For example, there is 


a correlation between obesity and dia- 
betes.!! between obesity and longevity.'* 
and probably between obesity and coro- 
nary heart disease."* We are also aware 
of the fact that evidence points to a 
relationship between lung cancer and 
cigarette smoking.'* A well conceived 
and organized health education pro- 
gram. intelligently and energetically pur- 
sued. is probably our most effective tool 
in such a situation. 

The second special item is research. 
There has been a substantial amount of 
work done in basic research on chronic 
diseases. Out of this work have come 
better diagnostic technics, more intelli- 
gent therapeutic schedules, and greater 
understanding of the fundamental dis- 
ease process which takes place. Such 
work must be continued. However. there 
is very little research in the epidemi- 
ology of these diseases. Epidemiology 
is uniquely a public health tool and 
without the knowledge of the natural 
history of disease our programming is 
incomplete. Another similar research 
need is in administration and program 
methodology. It is my personal belief 
that no one can do epidemiological and 
program research as well as_ public 
health agencies. Yet I find very few 
health departments exploiting their op- 
portunities to engage in these types of 
applied research. 

In conclusion, the purpose of this 
paper is to point out that chronic dis- 
ease programs are not new to public 
health. They have been a part of public 
health activity for many years in pro- 
grams such as maternal and child health. 
tuberculosis, syphilis, and so forth. Many 
of the staff skills and program technics 
are traditional to public health. Along 
with this it has been shown that present- 
day chronic disease programming pre- 
sents new preventive medical concepts. 
procedures and problems, including size 
and complexity, secondary prevention 
without hope of primary prevention, and 
resistance to redirection of standard pro- 
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Continuing Education: Nutrition 

; The second “Better Foods for Better Nutrition Conference,” a joint conference 

; sponsored by the Divisions of Foods and Nutrition and Food Processing of the 

: University of Georgia. will be held March 3-4, 1960, at the university's Center for 

4 Continuing Education. 

; Curriculum topics include: Food Selection Outside the Home, Why Fortify 
Foods, Foods for Shelter Storage, Telling the Story of Better Foods for Better 
Nutrition, and Changes in Food Habits and Their Effects on Nutritional Status. 
Special attention will be given to industrial and institutional problems in process- 

ing. handling, and serving foods. 

Further information from Dr. J. J. Powers, Department of Food Technology, 

College of Agriculture, University of Georgia, Athens, Ga. 
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The Disability Program of OASI has now been in operation for several 


years. How this program is operated, what are its achievements and 


lacks—these are the themes of the following presentations. As one 


reads, one cannot help but consider what this implies for the future. 


THE OLD-AGE AND SURVIVORS INSURANCE DISABILITY 
PROGRAM: WHAT DISABILITY BENEFITS 


MEAN TO PEOPLE 


{rthur Hess 


HEN ECONOMIC AND SOCIAL well- 

being are viewed as inseparable 
from physical well-being, the fact that 
nearly 300,000 disabled persons* are 
receiving the new Social Security dis- 
ability payments has broad implications 
for health. However. the effectiveness 
of benefits to meet general basic needs 
depends in large part on the extent to 
which the community provides needed 
health and related services. OASI dis- 
ability benefits are most adequate where 
the individual does not have to incur 
sizable expenditures for personal care, 
when through restorative and related 
services he has attained his highest ca- 
pacity for self-help and self-care. 

Under our governmental system, state 
and local units are primarily responsi- 
ble for direct services to the disabled, 
sometimes with the help of federal funds. 
Many voluntary agencies and organiza- 
tions also provide such services. The 
fact that OASI does not provide direct 
services to help its claimants meet prob- 
lems of social and economic adjustment 
makes us no less conscious of their need. 
Indeed, the administration of a disability 
insurance benefits program has made us 


* As of October, 1958. 
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more than ever aware of the importance 
of community health and related services 
to the well-being of the claimants. 

Our research and working relation- 
ships with others are directed, therefore, 
toward coordinating our activities with 
service programs in areas of mutual con- 
cern. We have started down this path- 
way so recently that many areas exist 
where many of us in OASI have scarcely 
come into contact with those who are 
working in the fields of services. 
Through the American Public Health 
Association | would like to explore our 
mutual problems and interests. However. 
before moving to such a discussion, I 
shall briefly review the OASI definition 
of disability, and the organization and 
procedures which govern the disability 
Other details about the pro- 
visions of the law and selected data on 
the characteristics of disability appli- 
cants are available in the booklet “Facts 
and Figures” prepared for this occasion. 


process. 


OASI Concept of Disability 
Under the OASI program, disability 


protection is limited to those meeting 
a rather rigorous statutory definition, 
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namely, “inability to engage in any sub- 
stantial gainful activity by reason of any 
medically determinable physical or men- 
tal impairment which can be expected 
to result in death or to be of long-con- 
tinued and indefinite duration.” 

There are four factors in the defini- 
tion. First, the disability must be the 
kind of physical or mental condition 
which can be objectively determined by 
medical examinations or tests. The ex- 
tent of damage or deterioration in physi- 
cal or mental functions is of preponder- 
ant importance. 

Second, the disability must be the 
primary cause of the individual's inabil- 
ity to work. 

Third, the inability to work refers to 
any substantial work, not merely the 
kind of work the applicant last engaged 
in or the kind for which he is most 
obviously suited. Thus, an individual 
who has been advised to give up his 
particular kind of work in order to 
make his medical treatment more effec- 
tive or who finds he is no longer able 
to meet the physical or mental demands 
of a particular job, may not necessarily 
be eligible under the OASI definition. 
This approach to disability is considered 
by many to be quite demanding. 

Fourth, the disability must result from 
a condition which has persisted, despite 
therapy, for at least six months and 
which can reasonably be expected to 
continue for an indefinite time. The 
phrase “of long-continued and indefinite 
duration” applies to the medical condi- 
tion; hence, it is not inconsistent with 
efforts toward rehabilitation. 

At least six months must elapse be- 
tween the onset of disability and the 
first month of disability payments. This 
“waiting period” is intended in part to 
avoid interprogram problems of benefit 
relationships during a period when em- 
ployer sick-leave plans, voluntary insur- 
ance, and temporary disability insurance 
benefits are payable. Also, at the end 
of six months, most temporary ailments 
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or acute conditions are either cured, or 
they are stabilized to the point where 
the severity and expected duration of 
the condition can be more readily as- 
sessed, 


How a Disability Claim Is Processed 


Applications under the Social Security 
disability provisions are taken by the 
national network of 584 Social Security 
district offices. The disabled person 
must furnish, at his own expense, suf- 
ficient medical evidence to show that he 
is apparently “disabled” within the 
meaning of the Social Security law. To 
assist him, the Social Security district 
office supplies each claimant with copies 
of a medical report form, to be filled out 
by his attending physician, and may re- 
quest similar reports from a hospital or 
institution where he has received treat- 
ment for his disabling condition. 

After the medical evidence has been 
received, the claimant’s case is trans- 
ferred to the agency of his state—usually 
a state vocational rehabilitation agency, 
under contract with our department, to 
make disability determinations for resi- 
dents of its own state. 

The evaluation of disability is made 
by a “review team” in the state agency. 
There are at least two professional peo- 
ple on each team, the number of teams 
in a state dependent upon the volume 
of claims. One of the two members is 
a doctor of medicine (often a physician 
in private practice, who serves with the 
state agency on a part-time basis). 

Where the medical evidence initially 
submitted indicates a reasonable likeli- 
hood that the applicant is disabled, but 
more precise clinical or laboratory find- 
ings are needed to arrive at a sound 
decision or to resolve conflicts in the 
evidence, the state agency may arrange 
and pay for a consultative examination 
to obtain the additional information. In 
about one out of every five cases a 
consultative examination is necessary to 
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arrive at the decision. Ninety-eight per 
cent of these examinations are obtained 
from specialists. Selection of consulting 
physicians and payment of fees are gov- 
erned by state practices. 

State determinations are reviewed by 
the Division of Disability Operations of 
the Bureau of Old-Age and Survivors 
Insurance. The bureau may reverse a 
state finding that disability exists. or it 
may shorten the period of disability 
found by the state agency. It cannot. 
however, reverse a finding that no dis- 
ability exists, nor can it establish an 
earlier onset date of disability than that 
found by the state agency. The law. 
however. gives a claimant who is dis- 
satisfied with the decision in his case 
the right of administrative and court 
appeal. 

In effect. the state agency acts as an 
agent for the secretary of the Depart- 
ment of Health, Education. and Welfare. 
There are obvious problems of coordina- 
tion and consistency of decisions inher- 
ent in an arrangement under which 
agencies in each state participate so di- 
rectly in the administration of a strictly 
national program and. as one might ex- 
pect, the federal agency and the state 
agencies have had many operating prob- 
lems to work out together. 


Medical Relationships 


There is, | know, a keen awareness 
among members of the Medical Care 
Section that medical relationships are an 
essential factor to the effective operation 
of a disability program. We have 
worked diligently to assure that policies 
and procedures are sound, not only from 
the social and administrative points of 
view, but also from the medical stand- 
point. 

This concern led to the early appoint- 
ment by the Social Security Administra- 
tion of a Medical Advisory Committee. 
drawn from medical and allied profes- 
sions outside the government. The ex- 


perience and judgment of this committee 
has been of inestimable help in the de- 
velopment and the refinement of policies 
which may have connotations for the 
medical profession, as well as in the 
explanation of our methods and objec- 
tives to the profession. 

One area of endeavor in which we 
were greatly assisted by this committee 
was the development and issuance of 
evaluation guides* for the use of tech- 
nical and professional personnel on our 
staff and in the cooperating state agen- 
cies. 

The guides indicate areas in which 
clear-cut allowances may be made with 
a minimum development of related fac- 
tors. For every determination al! the 
pertinent circumstances, both medical 
and nonmedical. are taken into account. 
The decisions often require the exercise 
of fine professional judgment. 

As a rule, one would expect the kinds 
of medical facts that the attending phy- 
sician needs in making his diagnosis 
and in treating his patient to be the same 
as those required in evaluating the 
severity of impairments in disability pro- 
grams. However, key clinical informa- 
tion highly significant in disability 
evaluation is not always presented— 
perhaps because it was not central to 
medical management of the case. We 
are today engaged in a broad program 
to educate—if I may use the term— 


* The Medical Advisory Committee recom- 
mended that the medical criteria be classified 
as confidential and restricted since the criteria, 
by themselves, are inadequate to communicate 
fully the bases for decisions. Accordingly, 
they are not available to medical sources that 
supply the clinical evidence or to the general 
public. However, the guides are reflected in 
published regulations which appeared in the 
Journal of the American Medical Association, 
September 28, 1957. 

Some doctors, hospitals, and key individuals 
in labor unions and veteran organizations have 
expressed interest in the methods used to 
evaluate disability. We have, therefore, pub- 
lished an evaluation handbook which discusses 
our methods of disability evaluation and the 
type and kind of evidence that would best 
support an application for disability benefits. 
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attending physicians in the concept that 
evaluating the effect of an impairment 
on the individual’s ability to work re- 
quires the kind of medical evidence that 
confirms diagnosis and measures remain- 
ing functional capacities of mind and 
body. By furnishing complete and fac- 
tual clinical evidence, the reporting phy- 
sician will make it unnecesary for the 
reviewing physician to “write back” for 
additional clinical or laboratory data. 
Some patients as well as some doctors 
misconstrue the role of the practicing 
physician in the disability determination. 
Although his opinion is highly regarded, 
the attending doctor is not asked to 
certify that his patient is under a “dis- 
ability.”* Some doctors. however, ap- 
pend to their reports conclusions, e.g., 
“my patient is permanently and totally 
disabled. I have advised him not to 
work.” If the patient is later denied 
benefits. the doctor often feels that his 
medical judgment has been impugned. 
It goes without saying that, unless sup- 
ported by clinical and laboratory find- 
ings, a doctor's conclusions are not a 
sufficient basis on which one can make 
a determination within the meaning of 
the law. Through our informational cam- 
paigns. we are trying to get this point 
across to physicians and the public. Un- 
fortunately. there have been some pro- 
grams in which incapacity has been 
evaluated on just such conclusions with- 
out requiring detailed documentation. 
Of course, in the management of a con- 
dition, the doctor faces different prob- 
lems than we do in the evaluation of total 
disability. The doctor must sometime 
advise his patient to stop working, tem- 
porarily or indefinitely, in the light of 
“The OASI position that certification of 
disability is an administrative function is con- 
sistent with the approach of the American 
Medical Association ad hoe Committee on 
Medical Rating of Physical Impairment, viz.. 
“Evaluation (Rating) of permanent disability 
... is an administrative, not medical, respon- 
sibility . . .” (Preface, Special Edition, Journal 
of the American Medical Association, Febru- 
ary 15, 1958.) 
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what he knows about the patient’s occu- 
pation and its effect on his health. In 
doing this, he may not always consider 
the possibility that the patient can do 
some substantial work of a type different 
from his customary employment. Or he 
may feel that, realistically, the individ- 
ual’s circumstances do not warrant such 
advice. The considerations governing 
the decision as to whether an individual 
shall stop working for reasons of health 
are not always foursquare with consid- 
erations determining whether he shall 
receive a social benefit in lieu of work. 
Attending physicians should guard 
against being personally involved in the 
effort to rationalize or conform these two 
sets of considerations. 


Vocational Rehabilitation 


While OASI has as its central function 
the payment of benefits, income mainte- 
nance must be matched by positive ef- 
forts in helping the disabled again 
become contributing members of the 
community. An important feature of the 
law is the requirement that all applicants 
be referred for state vocational rehabili- 
tation services. Accordingly, every dis- 
ability applicant is told about the pos- 
sibility of vocational rehabilitation. All 
medical and other information in the 
claims ‘file of any disability applicant 
may be used by the state rehabilitation 
agency in tonsidering him for services 
and placeihent. 

Despite’ ‘the many steps taken by the 
states and'the federal government in re- 
vent years to expand and greatly in- 
crease the effectiveness of state VR pro- 
grams. facilities are still quite limited 
in some areas. Unfortunately, the in- 
flux of over one million OAST disability 
claims, over a period of a few years, 
did not permit many rehabilitation agen- 
cies to screen and give the careful con- 
sideration to each individual case that 
might have been possible under more 
normal conditions. 
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The rehabilitation potential of two 
classes of OASI disability applicants re- 
quires further research and analysis: 
the first class consists of applicants 
whose claim for benefits has been al- 
lowed and for whom the Social Security 
law contains special benefit provisions 
in case the individual returns to work 
pursuant to a rehabilitation plan; the 
second class consists of applicants who 
are denied a Social Security benefit. 

As a practical matter, only a very 
small fraction of the first group—those 
whose conditions have been found severe 
enough to meet the OASI test of “dis- 
ability”—appear to have a realistic vo- 
cational potential. Many are older 
workers with progressively deteriorating 
conditions unlikely to respond to thera- 
peutic measures; many are under con- 
stant medical attention; others have in- 
sufficient vitality to hold jobs in 
competition with others, or they are in 
too much pain to work regularly. Pre- 
liminary data indicate that approxi- 
mately 6-7 per cent of those who qualify 
as “disabled” have been accepted for 
services by state VR agencies. In most 
instances the cases have not yet been 
reported as closed, so final results are 
not known. 

If physical capacities were the only 
limiting factor or single consideration, 
then it would appear that OASI “de- 
nials” (those found to have enough 
residual capacity to do some kind of 
gainful work) are the best prospects for 
rehabilitation and could be most readily 
reabsorbed into the industrial life of 
their communities. However, even here 
the cards are stacked against success. 
In addition to the claimant’s physical 
and mental limitations, the VR assess- 
ment of the individual for work must 
take into account the employment oppor- 
tunities in the community and_ the 
agency's local facilities. Since VR re- 
sources are limited, that agency, quite 
naturally, devotes most of its efforts to 
the best employment prospects. 


144 


Moreover, handicapped workers do 
not enjoy the same breadth of employ- 
ment opportunities as other persons. 
Many employers react unfavorably to 
them, especially toward those whose 
handicaps fall within the large groups 
if cardiac, respiratory and arthritic dis- 
eases. The handicapped worker often 
finds that he must compete for available 
jobs with able-bodied persons of his own 
age and that the job may be marginal— 
relatively low pay, less desirable work- 
ing conditions, little prestige value. and 
limited chances of promotion. 

In all fairness to employers (who, for 
the most part. recognize the valid social 
need, but whose paramount concern is 
what the job candidate can contribute 
to the successful functioning of the com- 
pany), it must be admitted that denied 
applicants, as a group, have some char- 
acteristics which militate against their 
re-employment. For example, they are 
on the average 59 years old; an age 
when even the nonhandicapped worker 
has difficulty in getting a job. When, in 
addition, one considers the relatively 
poor state of their health, their lack of 
skills, their academic poverty. and the 
availability of able-bodied younger men, 
it must be admitted that even the OASI 
“denials” make unattractive employment 
prospects and hence difficult VR pros- 
pects. 

Here is a dilemma and a_ problem 
that cannot be simply left on the door- 
step of the vocational rehabilitation pro- 
grams. Whether these persons are to 
receive income support er productive 
employment is a national and a com- 
munity problem. Functionally, these 
denied applicants are not so impaired 
that they can be found permanently and 
totally disabled by any strict definition; 
nevertheless, many of them do have 
slowly-worsening conditions and. while 
not yet vocationally helpless, are too ill 
to work efficiently and competitively at 
their usual occupations. Even when 
work to match their capabilities can be 
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found at a distance, it is often imprac- 
ticable for the ailing individual to re- 
locate. 


The Community as the Spearhead 
for Action 


New challenges must be met by new 
approaches if effective solutions are to 
be found. Alternative methods of com- 
munity action need to be opened up 
through experimentation, research, and 
employer leadership, as well as through 
the professional disciplines represented 
in such associations as yours. 

The increasing age of the work force, 
the prevalence of chronic illness and 
degenerative conditions implicit in that 
aging, require constructive provision at 
the local community level. Workers who 
are no longer able to perform their cus- 
tomary jobs or other laborious tasks are 
nonetheless enabled by dramatic ad- 
vances in medicine to live on for many 
years within their limitations. Some 
still have a lot to contribute if they can 
be given opportunities for productive 
work on a part-time basis, or under 
sheltered or other special conditions. 
These special conditions may be hard to 
come by, but community efforts must 
go forward to open up opportunities of 
this kind. 

The fact that the vast majority of 
persons denied OASI disability benefits 
are not accepted for VR services suggests 
also that perhaps new kinds of restora- 
tive services are needed in order to meet 
the problem. Those for whom remunera- 
tive work is not feasible may nonetheless 
profit from social or medical services 
that would make them better able to take 
care of themselves, and be less of a bur- 
den on their families and their commu- 
nities. Indeed, this is true not only of 
the disabled person under age 65 but 
also of our aged beneficiaries. 

If government, social service institu- 
tions, and industrial enterprise each sees 
the handicapped worker from a different 
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angle of vision, and each (for reasons 
that are equally valid when viewed im 
the context of its own program objec- 
lives) rejects the individual for benefits, 
services, and work, we have, in effect, a 
“no man’s land” populated by forgotten 
people. Since social attitudes are the 
vital determinant of public policy, so- 
ciety at large, and the community in 
particular, must lay this problem frankly 
on the table for discussion and joint 
action. 

The community has the responsibility 
to see that these people utilize whatever 
capacity they have left—if not competi- 
tively, then in some noncompetitive, but 
significant manner. Vocational retrain- 
ing and placement is undoubtedly the 
best answer and much more can, no 
doubt, be done in this regard. There are 
dramatic examples in all parts of the 
country of industries that have adjusted 
the requirements of specific jobs to the 
capacities of handicapped and aged per- 
sons. But when restoration to employ- 
ment is impracticable, community health 
facilities and social services may be able 
to offer new ways of alleviating depend- 
ency and of making life more satisfying 
for these people. 

No single agency, standing alone, can 
solve this problem. If the job is to be 
done, it requires joint effort in every 
level of government and the expansion 
and refocusing of community resources. 
Moreover, we must recognize that it may 
also require adjustment in the provisions 
of the public programs. In our own 
disability program, for example, we 
must see whether the law needs to be 
changed so as to provide a better in- 
centive for the individual to try out his 
capacities without fearing the loss of 
benefit security. 


Implications for Medical Practice and 
Medical Services 


‘Although there are indications that 
medicine is shifting its focus, a great 
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deal of medical practice is still two di- 
mensional (diagnosis and therapy). Pre- 
ventive and rehabilitation medicine have 
yet to come into their own. Although 
rehabilitation medicine has made some 
progress in devising technics to measure 
a patient’s ability or inability to perform 
useful functions, there have been few 
advances in this field in so far as neuro- 
psychiatric impairments and debilitating 
diseases are concerned. This phase of 
medical practice merits the increased at- 
tention of the whole profession. includ- 
ing those of its members in the medical 
schools. 

OASI, in cooperation with medical 
schools and rehabilitation centers. is 
planning research studies. For example. 
one study now under way, hopefully will 
provide simpler and more precise tech- 
nies for testing cardiopulmonary fune- 
tion. which is significant for testing re- 
maining capacity for work. If studies 
of this type help to develop new technics 
or refine present technics of disability 
evaluation, they should also have im- 
portant implications for rehabilitation 
and health agencies. 

OAST experience in uncovering dis- 
ability cases which are medically un- 
treated or which have not had the bene- 
fit of available health and social service 
may have important effects in the de- 
velopment of community programs of 
service. OF all the childhood disability 
cases allowed, two-thirds are mentally 
deficient and one-half have a mental age 
of less than eight. One out of ten is 
confined to an institution. The relation- 
ship between age and institutionalization 
is an inverse one. 

If this decrease by ascending age 
groups in institutionalized children can- 
not be explained wholly by expansion 
of facilities for handicapped children ‘in 
the last few decades, it may indicate the 
existence of mentally deficient older 
“children” who have been deliberately 
concealed from public notice because 
of the once-powerful social stigma at- 
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tached to mental deficiency. The validity 
of this conjecture is to some extent borne 
out by the fact that our district offices 
have reported to us this past year that 
parents have filed claims on behalf of 
disabled adult “children” who were not 
known even to their closest neighbors. 
This information has implications for 
child-help organizations, particularly as 
to the need for developing community 
facilities that apply the newer insights 
into medical and social treatment of 
chronic disease. 

The administration of the disability 
program will provide a wealth of clini- 
cally verified data previously unavail- 
able to the health professions. OASI 
operations may also affect the mainte- 
nance of medical records. From now 
on a small but steady flow of patients 
will be asking their attending doctors to 
supply comprehensive and objective 
medical data concerning their condi- 
tions. The doctor with completely ade- 
quate clinical records will. of course. be 
in an excellent position to serve his pa- 
tients’ needs. The volume of “write 
hacks” for additional medical informa- 
tion will undoubtedly serve as a constant 
reminder of the importance of adequate 
clinical records. 


Conclusion 


Public attitudes about disability have 
not kept pace with the giant strides of 
modern medical science. In the public 
mind, as in many programs, thinking 
about “disability” is not always gov- 
erned by “medical determinability” ; in- 
stead, economic and occupational factors 
such as the handicapped person’s  in- 
ability to do his customary job are often 
the decisive considerations. 

In contrast, “medical determinability” 
is the keystone of the OASI disability 
program. Thus, under this program. 


handicapped persons who. in a clinical 


setting, may be said to have enough 
physiological or functional reserve to 
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perform work must be denied disability 
benefits. 

An impasse arises, however, when the 
denied applicant moves from the clinic 
to the market place—to try to sell his 
remaining capacity for work! Prospec- 
tive employers, all too often, reject him 
as “unemployable”; he has, they say. 
too little capacity for work left to regain 
his place in the industrial community. 

How can we help the handicapped 


citizen denied disability benefits to es- 
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cape his predicament? A two-pronged 
approach seems essential: (1) Expand 
medical and other resources, or marshal 
present resources in such a way that dis- 
abled citizens may receive more effec- 
tively at the community level the ad- 
vantages of modern medicine and related 
services; and (2) stimulate employers, 
labor, and community agencies to ex- 
plore new avenues of productive activity 
for those limited work 
capacity. 


persons with 
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DISCUSSION 


Jean Spencer Felton, M.D., 


|’ THE description of the Disability In- 


surance program, Mr. Hess has 
touched succinctly the wave crests of the 
program, without coursing into the de- 
tails of the troughs. At the time of 
activation of these new Social Security 
amendments. there was resistance by 
physicians, but through the creation of 
the Medical Advisory Committee, their 
cooperation and guidance in planning 
were sought and utilized. In the first 
meetings of this committee. it was under- 
stood by all that the Congress passes the 
laws, and it is the function of the medi- 
cal profession and others. whose func- 
tions relate to the amendments, to im- 
plement them in so far as they are 
concerned. 
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The Disability Freeze program and 
the more recent cash benefits features of 
the legislation, do not represent an un- 
checked, easy-to-become-a-member club. 
The physical standards established are 
rigid, were prepared carefully, and are 
rich in detail, so that an individual seek- 
ing these benefits must meet rigorous 
and demanding physical disability re- 
quirements. 

The preparation of the reports re- 
quested by the applicants represented a 
new work load for physicians, and even 
now, many practitioners feel that it is 
incumbent upon them to evaluate the 
disability. This is not their required 
function. Apart from providing the re- 
port material for their patients, they 
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should explain to the applicants that the 
evaluation of permanent disability is an 
administrative responsibility, and not 
that of the physician who has been in 
attendance, or who currently is caring 
for the applicant. Through communica- 
tions from the Bureau of Old Age and 
Survivors Insurance, physicians have 
been informed that it is to the appli- 
cants advantage if complete evidence 
in support of a claim can be furnished, 
such as laboratory reports, x-ray inter- 
pretations, and other data, rather than 
a narrative review alone of the clinical 
condition. 

Mr. Hess has stated. in commenting 
on the physician who has advised his 
patient to stop working, that he “may 
not always consider the possibility that 
the patient can do some substantial work. 
of a type different from his customary 
employment.” It is true that work is 
soundly rehabilitative, but a change in 
occupation is not always accomplished 
with ease, either socially or emotionally. 
At times this process becomes a huge 
task in human retooling. for in a job 
move, one undergoes changes in skill 
usage. Further, if one believes at all 
in the analytic theory of occupational 
choice, one must determine that the new 
job answers the individual's unconscious 
needs and will be as satisfying as the 
former activity. The answer does not 
lie merely in the industrial or private 
physician's suggestion, or in the per- 
sonnel director’s recommendation that a 
disabled person be assigned alternative 
employment. 

The reason for presenting these facets 
of the basic problem lies in the need for 
placement of a great number of persons 
not eligible for benefits, yet who, in a 
minor way, do have some incapacity. 
It is these rejectees whose skills must be 
developed, and probably a_ restorative 
program would represent a new way of 
- life for them—living productively with 
a marginal physical deviation. Training 
and re-education must be carried out, 


and all facilities should be utilized, in- 
cluding those sheltered workshops which 
are available locally. 

Social blocks appear when one at- 
tempts to move a disabled person to a 
work site distant from his home. Relo- 
cation is not feasible. when there are 
firm community establishments of other 
wage earners in the family constellation. 
so that efforts at full utilization of the 
partially impaired but benefits-disap- 
proved applicant must be exercised at 
his home base. 

It was mentioned by Mr. Hess that 
only 6 or 7 per cent of those who quali- 
fied as disabled were accepted for serv: 
ice by rehabilitation agencies. Why is 
the figure so low? These agencies, as 
we know, logically wish to invest their 
limited funds in the “best employment 
prospects,” those most likely to be re- 
habilitated successfully and those whose 
projected or anticipated work life will 
be the longest. The counselor must be 
practical in his selection of a client for 
service, and it must be stated. in all 
fairness, that many of the denied appli- 
cants reviewed by the rehabilitation of- 
fices were not the most feasible for this 
kind of effort. 

A further point needs emphasis in 
understanding the problem. The dis- 
abled, in spite of outstanding dedicated 
work by voluntary and official groups. 
still experience difficulty in obtaining 
employment. Confrontation of a pros- 
pective employer with all the data re- 
garding their effectiveness does not in- 
crease the number hired. 

Apparently the reason lies within the 
emotional sphere of the industrialist or 
the interviewer who, for one reason or 
another, feels uncomfortable in the pres- 
ence of a person obviously physically 
limited. The discomfiture is covered 
and eliminated by a fallacious reason for 
rejecting the applicant; thus, this type 
of prejudicial act increases the number 
of those of physical variance needing 
work. 
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These are the practical difficulties 
which make realization of the initial 
goal of this new social legislation almost 
impossible. Will these disability insur- 
ance applicants—both those accepted 
and those denied—be rehabilitated? It 
was the intent of the amendments, but 
only time can demonstrate the comple- 
tion of the mission. 

Some lessons have been learned since 
this program has been effected. In many 
instances. the inadequacy seen is educa- 
tional deprivation, and because of the 
person's lack of training, a minor physi- 
cal disability appears to loom larger. 
Anyone who has any connection with 
children in a counseling capacity, cer- 
tainly should, in all cases, encourage a 
youngster to remain in school as long 
as he possibly can, in order to minimize 
the job-negating effect of a minimal dis- 
ability. Also, we must rid parents of 
their feelings of guilt for having given 
hirth to physically handicapped children. 
It is mandatory that we re-educate par- 
ents so that the so-called “hidden chil- 
dren” can get care at a much earlier 
date. be it physical restoration or re- 
habilitation or complete training. 

Next. it is essential that we teach, in 
our medical schools, the expectations in 
the future of complete documentary re- 
porting on the part of physicians. As 
the third party enters more and more 
into programs of medical care, a greater 
number of physicians will be involved 
in submitting written reports on their 
patients. Some practitioners. because of 
an emotional response to this increased 
work load. might intentionally provide 
less than excellent transmission of infor- 
mation. Through an appropriate orien- 
tation in medical school. we feel that the 
young graduate will be better prepared 
for this segment of his practice. 

The effective working of the Disability 
Freeze and Benefits Program. if it re- 
mains successful in the years to come, 
may bring about a change in workmen’s 
compensation legislation, and eventually 
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eliminate state by state variations. Com- 
plications and problems are legion in 
workmen’s compensation. It is possible 
that this program, with its single set of 
standards for use by all states, as an 
example, might stimulate constructive 
thought toward retailoring the present 
workmen’s compensation laws of the 
various states and produce uniformity 
in method of operation and interpreta- 
tion. 

It must be remembered, also, that dis- 
ability is not static, and that different 
persons perform their work in response 
to varying motivations and needs for 
recognition, as well as a desire to iden- 
tify with a worth-while activity. Each 
of us must produce and contribute to 
society and, even though an impairment 
might be present, this does not, in any 
sense, preclude a sharing of the world’s 
work. Many a disabled person has lost 
the need for a great number of his 
symptoms when effectively engaged in 
productive work. 

Concepts of disability appear in dif- 
ferent contexts; the adjudication of in- 
jury is accomplished one way in_per- 
sonal injury suits, in another in combat 
injuries, and certainly a third way in 
insurance uprating. so that one cannot 
move from one area of injury judgment 
to another and use the same base lines 
of criteria. Disability is not solely a 
medical question, and all concerned with 
this must learn that our work is aimed 
toward a measure of the individual’s 
residual functional capacities, not toward 
appraisal of his disability. The core of 
our current medical teaching. of course, 
is the understanding of the disease 
process, and measuring the functional 
capacity is somewhat contrary to this. 
Through good, comprehensive teaching 
in the schools of medicine, our gradu- 
ates in the future may be more skilled 
in evaluative procedures of this kind. 

Will disability increase? The fre- 
quency of automobile accidents — is 
mounting. and the disability resulting 
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from industrial injuries will continue 
unless there is additional enabling legis- 
lation added to our workmen’s compen- 
sation acts permitting rehabilitation, so 
that total recovery and not a partial re- 
vain of function will be the goal. If 
elobal war should come. we can antici- 
pate more disabled people. Furthermore. 
a greater amount of disability will result 
from extension of the lives of brain 
damaged children. The increase in the 
number of aged persons will broaden the 
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dimension of the problem, and whether 
we are professional or lay workers. these 
points comprise our mission: (1) If a 
person is truly disabled, his condition 
should be reported accurately and com- 
pletely. (2) We should encourage peo- 
ple to work. (3) We should encourage 
employers to hire persons who are dis- 
abled. 

The Disability Insurance program is 
here, and all of us should contribute to 
it our highest professional skill. 


This paper was presented before the Medical Care Section of the American 
Public Health Association at the Eighty-Sixth Annual Meeting in St. Louis, Mo., 


October 27, 1958. 


DISCUSSION 


Pearl Bierman, M.A., F.A.?.H.A, 


R. Hess mentioned several areas in 

which the need for improved com- 
munity services has been pin-pointed 
through the problems coming to light in 
the administration of the OASI disabil- 
ity program. These include the denied 
applicants, who are often poor prospects 
for either employment or vocational re- 
habilitation; the accepted applicants 
who are not found feasible for VR serv- 
ices, but who would benefit from medical 
or social services; and, | would add. a 
relatively small group of persons con- 
sidered “rehabilitated” after receiving 
VR service, but faced with problems in 
obtaining and holding employment. 
Large numbers of these three groups. in 
their search for service or assistance, 


come to the attention of public welfare 
agencies. 

In every county of our country the 
services of public welfare personnel are 
available. In many rural and semirural 
communities the public welfare depart- 
ment is the only social service agency, 
and even in those places where there are 
voluntary agencies, the public welfare 
office is frequently the place where peo- 
ple go first for information and advice. 
We have a long way to go in public 
welfare before fully meeting the objec- 
tive we have set for ourselves—that of 
“assuring a minimum level of living, be- 
low which none need fall; extending 
social protection to those. like children 
or handicapped adults, requiring special 
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care because of their helplessness; and 
offering guidance and specialized service 
to those with problems which the com- 
munity recognizes to be at once serious 
and beyond their immediate power of 
personal solution.”' We are moving 
rapidly in this direction, however, and 
we look to the social insurance programs 
as a strong ally in fulfilling these aims. 

Public welfare, perhaps more than 
any other group except labor, has 
pointed out the need for and strongly 
supported the extension of our social 
insurance system. Through this pre- 
ferred means of income maintenance, we 
would like to work ourselves out of the 
job of giving public assistance. We know 
that probably this can never be fully 
accomplished since public assistance, 
even in a comprehensive and mature so- 
cial insurance system, will be needed as 


a means of supplementing the basic in- 


surance benefits and filling in the gaps 
in protection. We hope, however, that 
the assistance portion of the public wel- 
fare programs eventually will be reduced 
to a minimum and that welfare depart- 
ments can truly become the community 
social service agencies needed through- 
out the country. 

This objective will not be reached next 
year or the year after, but a backward 
look is sometimes surprising in terms 
of what has been accomplished. This is 
particularly true as we examine the 
development of income maintenance for 
the permanently and totally disabled 
workers in this country. Since the ini- 
tial planning for the Social Security Act. 
there has been study of the need for 
disability protection. For many years 
this resulted in no action. In 1918, how- 
ever, the Senate Committee on Finance 
appointed an Advisory Committee on 
Social Security. In its report the Ad- 
visory Committee recommended, along 
with other revisions in the social insur- 
ance and public welfare programs, ex- 
tension of the social insurance system 
to afford protection against loss of in- 
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come caused by disability. One of the 
other recommendations was for federal 
grants-in-aid for general assistance, the 
program in which there is no federal 
participation. Both proposals were in 
the bill drafted by the Senate Finance 
Committee but neither was effectively 
included in the final bill adopted by the 
Congress in 1950. Instead, in a partial 
attempt to meet some of the needs 
pointed out by the Advisory Committee 
in its recommendations for Disability In- 
surance and for federal grants-in-aid for 
general assistance. the compromise pro- 
gram of Disability Assistance was 
adopted. 

This assistance program is now opera- 
tive in almost all states. Like any assist- 
ance program, it has many built-in dis- 
advantages. It does. however, fill a need 
in providing income for certain individ- 
uals who are not eligible for Disability 
Insurance and it supplements, in some 
instances, inadequate Disability Insur- 
ance benefits. Briefly. it differs from the 
Disability Insurance program in several 
ways. 

1. The definition and interpretation of dis- 
ability may vary from state to state. To illus- 
trate this, I quote two definitions. The first, 
from a state in the southwestern part of the 
country, reads: “A person must per- 
manently and totally disabled by significant 
permanent physical or mental impairment, dis- 
ease or loss precluding ability to be wage 
earner or homemaker. If disability is due to 
physical impairment, he must be unable with- 
out help to eat, dress, bathe or ambulate. If 
disability is due to mental impairment, he 
must require constant supervision and/or care 
by another person.” A much more liberal ap- 
proach to disability is illustrated by the defi- 
nition established in a western state’s dis- 
ability assistance program which reads: “The 
person must have a permanent physical or 
mental impairment which is disabling and 
because of other factors (age, training, ex- 
perience, social setting) substantially  pre- 
cludes the applicant from engaging in useful 
occupation as a homemaker or as a wage 
earner in employment which exists in the 
community and for which the individual has 
competence, 

2. Disability Assistance differs from Dis- 
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ability Insurance because it is a program 


based on need. Therefore all resources, in- 
come, and employment must be considered. 
In addition, state law may establish other 
factors such as citizenship, _resi- 
dence, and responsibility of relatives to sup- 


eligibility 


port. 

3. The tinal and perhaps most interesting 
difference between the program of Aid to the 
Permanently and Totally Disabled and the 
Disability. Insurance program is the way in 
whieh disability is determined. It is fair to 
say, | believe, that social factors are often 
given equal weight, in the assistance program, 
with medical findings and that while there 
must be a medical basis in the determination 
of disability, the social worker's report is 
often considered by the review team of phy- 
sician and social worker to be as important 
as the physician's findings. 


This assistance program was only four 
1951. 
passed legislation establishing the Dis- 


years old) when. in Congress 
ability Freeze provisions of the social 
From that time on 


progress has been relatively rapid in the 


insurance system. 


improvement of the national program 
for income maintenance for disabled 
persons. In 1956. a further amendment 
to the Social Security Act provided for 
cash disability benefits. This year Con- 
eress passed amendments which pro- 
vided for benefits to dependents of 
disabled workers (including wives. de- 


pendent husbands. and dependent chil- 


dren). an increase in the wage base and 
in benefits. elimination of the previous 
offset for other federal disability bene- 
fits. and other liberalizing amendments 
including those relating to retroactive 
payments. In general. the 1958 amend- 
ments. like the amendments in 1956. 
were initiated and developed by Con- 
gress without the official encouragement 
In fact. with 
respect to certain amendments there was 
from 
placed administration officials. 


of the executive branch. 


strong opposition some highly 

Public welfare agencies have a good 
view. country-wide, of the positive and 
negative aspects of the Disability Insur- 
ance program. They are agreed that 
Disability Insurance and the Disability 


Freeze are well administered. They are 
further agreed, however, that problems 
do result from certain limitations in the 
law and from some of the interpretations 
of the law. 


1. Public welfare officials were, of course, 
much concerned about the previous omission 
of benefits for dependents of disabled work- 
ers. Years ago we implemented the principle 
that the dependents of retired workers should 
be eligible for benefits. It has hardly seemed 
consistent, therefore, that the disabled worker 
and his family should not have the same pro- 
tection. This has now been corrected. 

2. The requirement that the disabled worker 
who is applying for disability benefits be fifty 
vears or older creates considerable hardship. 
The younger disabled worker and his family 
are as needy as the older worker—sometimes 
more so-—since he is likely to have young 
children and not to have had the opportunity 
to acquire substantial savings. Experience in 
the Disability Insurance and Freeze programs 
has now been sufficient so that an actuarially 
sound plan could be developed for eliminating 
the fifty-vear requirement. 

3. The provision of rehabilitation services 
for those Disability Insurance beneficiaries 
who can be expected to profit by them is 
economically and socially sound, and public 
welfare officials strongly support the provision 
of such services. We believe, however, that 
contributions toward the cost of such rehabili- 
tation should be made from the Disability 
Insurance Trust Fund in those cases where 
it appears that a saving to the fund will result 
from the rehabilitation. In many states the 
appropriations for vocational rehabilitation 
programs are inadequate. Payment from the 
trust fund would make it possible for state 
vocational rehabilitation agencies to accept 
some of the more costly cases which now, in 
terms of priorities and most effective use of 
limited funds, may have to be refused service. 
There is a related problem with respect to the 
use of vocational rehabilitation services for 
these disabled beneficiaries. In many states 
the great volume of referrals—some of which 
are made only as a routine result of the legal 
requirement, and not because there is any 
real hope of rehabilitation—has burdened the 
state vocational rehabilitation agency with a 
great deal of paper work which interferes 
with the primary purpose of its program. 
There should be continued experimentation 
in ways of reducing such referrals to a level 
which will ultimately result in the greatest 
proportion of rehabilitated workers. 

1. Temporary Disability Insurance is a great 
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need in almost all the states of this country. 
There is great difference in opinion as to 
whether this should be a state or federally 
administered program and similar questions 
may be raised about workmen’s compensation. 
In public welfare we see the results of such 
omissions in our social insurance system, with 
the consequent result that temporarily disabled 
workers in most places must, if their own 
resources are exhausted, apply for public 
assistance. 

5. We find that, although the benefit level 
is now somewhat improved in Disability In- 
surance as well as in Old Age and Survivors 
Insurance, there is still need, in in- 
stances, for supplementation from public as- 
sistance. Usually, this is due to a need for 
general medical care, and in those states 
where the public assistance program is so 
limited either as to concept or by inadequate 
funds, that supplementation of income for 
medical care alone is not permissible, a serious 
hardship is experienced by the disabled worker 
and his family. 

6. Many public welfare agencies raise ques- 
tions about the severity of the disability 
evaluation standards established by the fed- 
eral agency, even though these are consistent 
with the legal definition of disability. They 
point out, too, the impact of the nonmedical 
factors and believe that even more considera- 
tion should be given to these. They have found 
in their own programs of disability assistance 
that there is need for well-qualified interview- 
ers who have been helped to understand the 
meaning of illness to people, and they believe 
that sometimes the OAST district office inter- 
view which is the preliminary step in applying 
for Disability Insurance, may not bring out 
all the related facts. 

7. There is a continuing problem in the 
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interpretation of differences in the definitions 
of “disability” in Disability Insurance, dis- 
ability assistance, vocational rehabilitation, 
workmen’s compensation, and other programs 
where disability is an eligibility factor. A 
recent news release from the Social Security 
Administration commented on the large num- 
ber of appeals filed by persons seeking dis- 
ability benefits; it mentioned that many of 
these individuals have impairments entitling 
them to pensions or compensation under other 
programs, which leads them to believe that 
for this reason they are also entitled to dis- 
ability benefits under the Social Security 
program. The great number of such appeals 
has resulted in a delay in action and, even 
though in the case of a favorable decision 
payment may be retroactive, creates problems 
for many potential beneficiaries. 


Much has been accomplished in ten 
years but gaps still need to be filled, It 
is to be expected that with continuing 
experience and the sound administration 
which the Bureau of Old-Age and Sur- 
vivors Insurance has demonstrated, these 
further necessary steps will be taken. 
Whether this will be with the leadership 
of the federal administration. or whether 
again it will be through independent 
action by the Congress. spurred by the 
interest and support of labor and public 
welfare groups. cannot be said now. 
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From time to time, it is necessary for a painter to step back from his easel 


and get an overview of his work. Such an overview is equally important 


for health workers, and here is one concerned with the large picture. 


ona world-wide basis, of health departments and medical care. 


HEALTH DEPARTMENTS AND MEDICAL CARE— 


A WORLD SCANNING 


Vilton I. Roe mer, WD... 4. 


VERY PUBLIC HEALTH worker knows 

how difficult it is to define the mean- 
ing and seope of functions of a health 
department in the United States—so dif- 
ferent are activities among the states, 
counties. and cities On a world seale. 
the problem of definition is obviously 
vreater. For the sake of simplicity, and 
to provide a convenient basis for com- 
paring administrative patterns in differ- 
ent countries. we may use “health de- 
partment” to mean that) agency of 
government which, among other things. 
is responsible for most organized pre- 
ventive health services in a nation. prov- 
ince. of community. In addition. this 
agency may supervise or provide various 
segments of medical care for the popu- 
lation. This brief review describes the 
predominant forms of relationship  be- 
tween public health and medical care 
administration in different nations. 


American Background 


The issues that have confronted us in 
the United States as to the best pattern 
for administration of medical care are 
by no means unique. nor are they of 
recent vintage here. Current-day read- 
ers are doubtless familiar with the of- 
ficial statement of the American Public 


Health Association in 194-4. advocating 
administration of any program of medi- 
cal care for the general population by 
health departments. The basic argument 
was that administrative integration of 
preventive and curative services is de- 
sirable. and this could be better 
achieved under a unified health depart- 
ment rather than dual agency adminis- 
tration.' 

Less well known. perhaps, is the fact 
that America’s public health leaders ad- 
vocated the closest possible connection 
between medical care and public health 
administration long before this. In 1916, 
the Conference of State and Territorial 
Health Authorities. meeting in Wash- 
ington. D. C.. adopted a report on 
“Health Insurance.” This report ad- 
vocated general medical care insurance 
for all employed persons earning less 
than a specified annual income. It 
favored the establishment of state funds 
from employee and employer contribu- 
tions. but it criticized European health 
insurance programs because they did 
not provide for “correlating the system 
with existing health agencies.” In con- 
trast. this report recommended that in 
America: 

“There must be close connection of the ad- 
ministration of any health insurance system 
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with the health agencies of the country and 
with the medical profession. It is believed that 
this can be done in three ways: (1) by pro- 
viding efficient staffs of medical officers in 
Federal and State health departments to carry 
into effect the regulations issued by the central 
governing boards or commissions; (2) by pro- 
viding a fair and sufficient incentive for the 
active cooperation of the medical profession: 
and (3) by providing for a close cooperation 
of the health insurance system with State, 
municipal, and local health departments and 
boards.””* 


Especially familiar to contemporary 
ears is the ring of a later paragraph 
which states: 

“Health officials should realize now the ne- 
cessity for correlating the administration of 
the medical benefits of any proposed health 
insurance system with existing health agencies. 
If health departments are at present inefficient, 
they should be strengthened and made ade- 
quate to meet all demands.” 


Despite these views, going back over 
forty years, health insurance programs 
developing in the United States have had 
little if any administrative connection 
with health departments. Even programs 
of medical care for the needy, work- 
men’s compensation, medical care for 
veterans, the operation of hospitals for 
mental disorders, or other significant 
programs of medical care are generally 
not under health department jurisdic- 
tion. One may see a small trend toward 
increasing health department concern for 
medical care in the last 15 or 20 years. 
hut the predominant pattern today re- 
mains one of divided rather than unified 
responsibilities for preventive and cura- 
tive health service administration.* 


World Perspective 


A scanning of the administrative 
schemes in other countries may help to 
provide a better understanding of the 
pattern now found in the United States. 
For, if we take the world as our social 
laboratory, we can observe a range of 
differing patterns of health service or- 
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ganization, and the relationships of the 
health department to medical care can 
he defined more or less by the place of 
a country in this theoretical framework. 

The health service programs of dif- 
ferent countries can be characterized as 
falling into four principal types: (1) free 
enterprise; (2) social insurance; (3) 
public assistance: (4) universal service. 
Of course, no such classification can be 
made too rigid, for social phenomena 
are far too complex. In every country 
there are some elements of all four of 
these patterns of health service organiza- 
tion. In each country, however, one of 
the four predominates. while the others 
play a subordinate role.* 

In the United States, the free enter- 
prise pattern predominates. with the 
population receiving most of its health 
service under privately financed arrange- 
ments. We know how rapidly this is 
changing. with the great extension of 
voluntary insurance and public medical 
care programs, but as of 1958 these 
movements have not yet affected the 
lion’s share of medical care costs or 
services. On the whole, Canada and 
Australia are likewise in the free en- 
terprise group, although they are mov- 
ing very rapidly toward the social in- 
surance pattern. All three countries. 
it may be noted, are federations of states 
or provinces, comparatively wealthy. 
highly industrialized, relatively young 
and pioneering in character. 

In these countries, the health depart- 
ment tends to concentrate heavily or 
exclusively on the administration of pre- 
ventive services. Health insurance ad- 
ministration is mainly under voluntary 
societies, having little if any official con- 
nection with the health department. 
Even in Canada, where national hospital 
insurance legislation has recently taken 
effect, the provincial administration is 
predominantly under agencies other than 
the public health authority. The general 
hospitals are largely under the control 
of local voluntary groups. Health cen- 
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ters are interpreted mainly as buildings 
to house a health department, rather 
than places for ambulatory health care 
ef the population. Programs of medical 
care for special diseases and_ selected 


population groups are usually adminis- 


tered by agencies separate from the 
health department. although there are 
important exceptions in some of the 
provinces and states. School health 
services are often under boards of edu- 
cation. rural health programs under 
agricultural agencies. industrial injury 
services under other auspices. Licensure 
of physicians and other health personnel 
is usually in the hands of semiautono- 
meus professional bodies. 

In western Continental Europe, the 
social insurance pattern of health service 
organization predominates. In France. 
Germany. the Benelux countries, Italy. 
and Scandinavia, most of the population 
receive the major part of their medical 
and hospital services through social in- 
surance systems. general, benefits 
are related to specific contributions. Of 
course. there are great differences among 
these systems in the methods of raising 
funds. population coverage, health bene- 
fits. ways of paying doctors, and in the 
patterns of administration. the 
whole. however, physicians remain in 
private medical practice for ambulatory 
care and receive payments of fees di- 
rectly or indirectly from the insurance 
funds. Hospitals, on the other hand, 
are predominantly governmental, under 
local or provincial authorities. Most 
medical practice in the hospitals is by 
salaried specialists, employed directly by 
the hospital administration. This general 
pattern is found also in Japan and Israel, 
countries highly influenced by European 
developments. (Israel is exceptional, 
however, with its salaried insurance doe- 
tors in health centers.) In Sweden and 
Norway, health insurance coverage has 
recently been extended to the entire 
population. Under these schemes the 
patient is indemnified for most, though 
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not all, medical charges and certain 
benefits (e.g., drugs and dental care) 
are restricted. 

Under the social insurance pattern, 
the health department has little connec- 
tion with the administration of the health 
insurance funds. These are typically 
under hundreds of semi-independent or- 
ganizations. developed on geographic. 
occupational, or religious lines. They 
are usually supervised by ministries of 
labor or social welfare, which also con- 
trol old-age pensions and other aspects 
of social security. At the national level 
there may be an advisory service from 
the health ministry or department, but 
at the local level the health officer is 
seldom involved. It is noteworthy, per- 
haps. that many of the social insurance 
institutions have undertaken their own 
preventive service programs—even with 
out health department ties—a trend re- 
ported as early as 1928 by Franz Gold- 
mann and Alfred Grotjahn.6 the 
other hand, in Scandinavia, one sees 
salaried District Health Officers, respon- 
sible for public health administration. 
engaged in the provision of medical care 
to the rural population. 

Hospitals, in general, come under 
much greater public health supervision 
in the social insurance than in the free 
enterprise countries. The health minis- 
try, typically, has a major division for 
supervision of hospitals, the authority of 
which goes far beyond such measures 
as are embodied in the Hill-Burton con- 
struction program or the hospital licen- 
sure laws of the United States. Health 
officers at the provincial or district level 
are usually responsible for supervising 
the operation of all public hospitals in 
their territory, including standards of 
personnel and operation as well as con- 
struction. Medical and other types of 
professional licensure are also usually a 
health ministry function. The care of 
tuberculosis and mental disorc:rs in spe- 
cial institutions is ordinarily assigned 
to branches of the national health depart- 
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ment, although the local health officer 
may not be involved. Health depart- 
ments commonly have duties in legal or 
forensic medicine, especially in Central 
Europe. Medical inspection of factories, 
on the other hand, by reason of Euro- 
pean political history is usually a fune- 
tion of separate officers of departments 
of labor. 

There has been rapid movement since 
World War II, especially in the northern 
European countries, from a social in- 
surance toward a universal service pat- 
tern of health care. Increasing shares 
of hospital service are financed from 
general revenues, rather than insurance 
funds; and even the insurance funds for 
ambulatory medical care receive increas- 
ingly larger subventions from general 
revenues, as coverage is extended to the 
entire population. 

The third, or public assistance pattern 
of health service, is found principally 
in the great stretches of Asia. Africa. 
and most of Latin America, areas char- 
acterized as the economically under- 
developed parts of the world. Here the 
great majority of the population cannot 
afford to finance needed medical serv- 
ices either through insurance or private 
payments. They depend for the most 
part on services provided free by the 
government and financed from general 
revenues. Most of these services are 
given by salaried personnel working in 
hospitals, dispensaries, or health centers. 
Because of the prevailing shortage of 
doctors, extensive use is made of aux- 
iliary personnel. In the large cities, 
private physicians and private hospitals 
are available for the relatively small 
upper and middle classes. A means test 
is theoretically applied to determine eli- 
gibility for public services, but since the 
vast majority of people are poor, eligi- 
bility is taken for granted in everyday 
life. 

While the level of medical services in 
countries with the public assistance pat- 
tern is seriously impaired by the sheer 
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poverty of these nations and their great 
shortages of personnel and facilities, the 
administrative pattern vests wide au- 
thority in the health department. Typi- 
cally, the national health ministry is 
responsible for all curative as well as 
preventive services. Provincial and dis- 
trict health departments are usually re- 
sponsible for all health services in their 
territory; they administer, rather than 
supervise, the hospitals and in health 
centers they provide ambulatory day-to- 
day medical care. The task for many of 
these health departments—in contrast to 
the American scene—is to give sufficient 
attention to the preventive services, so 
heavy are their responsibilities for medi- 
cal care. To cope with special problems 
like malaria or tuberculosis control, the 
central government often organizes cam- 
paigns, in which the local health officer 
may be only indirectly involved. Since 
local government is usually weak, strong 
central control is the general rule. 

In Latin America, largely under Furo- 
pean influence, the health insurance idea 
has recently been spreading for certain 
groups of workers in industry, mining. 
or government. As in Europe, adminis- 
tration of these programs is, typically. 
hy social security institutes, quite sepa- 
rate from the health ministries. Unlike 
Europe, however, and consistent with the 
over-all service patterns of the public 
assistance countries, physicians attend 
insurance beneficiaries, not in a private 
office, fee-for-service setting, but rather 
in organized clinics usually on part-time 
or full-time salaries. Most of the Latin- 
American populations are predominantly 
agricultural and, with the exception of 
Chile, are not covered by these insur- 
ance programs. In Chile, an estimated 
70 per cent of the population is entitled 
to some form of prepaid medical care, 
and it is significant that a recent re- 
organization of the Chilean health sys- 
tem places practically all responsibilities 
under the health ministry and a network 
of zone health departments. 


. 


Finally, there is the universal service 
pattern of health organization found in 
the Soviet Union and other communist 
countries, Great Britain and New Zea- 
land. 
plete medical care has been made a 


In these countries, virtually com- 


public benefit for all persons. Contrasted 
with the 
there is no restriction of care to the 


public assistance countries, 


poor, and the supply of personnel and 
facilities equals or exceeds that in the 
free enterprise or social insurance coun- 
In contrast to the latter, benefits 
are not related to contributions or pay- 


tries. 
ments. Almost all hospitals are owned 
and operated by the central government. 
Almost all personnel are under contrac- 
tual arrangements with the government 
and paid through funds derived mainly 
from general revenues. 
In the Soviet scheme, the health min- 
istry has authority over all preventive 
and curative health services, supervising 
a hierarchy of administration at three 
other levels; the republic, the district. 
The local health 
officer is responsible for all services in 
his area, including the management of 
hospitals and health centers. All per- 
sonnel are on full-time salary. Hospitals 
are organized in functional regions, with 
referral of complex pe- 
ripheral to central facilities, as in the 
military hospitals of the United States. 
Unlike all three other country patterns. 


and the local area. 


cases 


the manufacture of drugs and appliances 
is carried out directly by the national 
health ministry. Even the education of 
physicians, nurses, and auxiliary person- 
nel has, since 1930, been a function of 
the health ministry through special in- 
stitutes separate from the universities. 
These institutes also conduct all medical 
research.® 

In Great Britain and New Zealand, 
while the impact of the national health 


services is as great or greater than in 
the Soviet 
authority to the health department is not 
At the national level. the 


Union, the assignmént of 


so sweeping. 
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authority for all public health as well as 
medical care—ambulatory and hospital 

is, indeed, vested in the Ministry of 
Health. Social insurance for cash bene- 
fits is supervised by a ministry of labor 
or social welfare, but medical services 
have been separated from the other 
benefits and assigned with public health 
to the national health agency. Below 
the national level, however, concessions 
been made to various interest 
groups. Hospitals and specialty services 
are administered by regional boards and 
ambulatory care, including the services 


have 


of general practitioners, dentists, and 
drugs. by local executive councils—both 
of these bodies being responsible to the 
national Ministry of Health. Traditional 
preventive health services are provided 
by local health departments, along with 
certain auxiliary curative functions, such 
as the services of visiting nurses, home 
helpers, and ambulances. It is signifi- 
cant that one of the most pressing prob- 
lems of the British National Health Serv- 
ice is the need for coordination of all 
these activities at the local level, for 
which the logical resource would be the 
local health department. 


Comment 


The ultimate test for the effective ad- 
ministration of health services is how it 
functions at the local community level. 
where the services reach the people. 
Even in the United States, with its free 
enterprise pattern, a great deal of co- 
ordination has occurred at the national 
level, through the Hoover Commission 
studies, the formation of a national De- 
partment of Health, Education, and Wel- 
fare: and in the voluntary field with a 
National Health Council, a national Blue 
Cross Association, and others. At the 
state level, interdepartmental committees 
on health services are becoming com- 
mon. But at the local level, health au- 
thority generally remains highly dis- 
persed with scores of agencies typically 
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involved—155 playing a role in one 
rural county studied in 1948.7 

In a number of countries, conscious- 
ness of the need for improving local ad- 
ministration has been shown by launch- 
ing demonstrations of fully integrated 
public health and medical care programs 
in selected localities. Space permits only 
mention of the names of some of these 
hold experiments: for example, the pro- 
grams at Nancy, France: at Beth Maz- 
mil. Israel; at Pholela, South Africa; 
at Swift Current in Saskatchewan, Can- 
ada; at Bayamon, Puerto Rico; at 
Quezaltepeque, El Salvador: and in the 
Sindhibis Valley, Egypt. Perhaps in 
every country there is some special ef- 
fort at integration of all health services 
in one or more local areas. The ap- 
proaches are different, of course, but the 
goal is always the same: to develop a 
comprehensive health program, involv- 
ing both preventive and curative service. 
ambulatory and institutional care, with 
governmental and voluntary sources of 
financing, under a unified administra- 
tion. 

One word about the role of the gen- 
eral hospital, which many see as “the 
health center of the community.” If the 
hospital is to be the center of preventive 
service, education, and research, as well 
as patient care on all levels, what be- 
comes of the integrating role of the 
health department? There is no doubt 
of the strong position occupied by the 
general hospital everywhere in the pro- 
fessional lives of doctors and the emo- 
tional lives of people. Where the hos- 
pital is a public facility, as in most coun- 
tries of the world, there is no reason 
why it cannot serve as the key physical 
instrumentality of a unified community 
health agency. along with health cen- 
ters and other peripheral facilities. In 
the United States, however, where most 
local general hospitals are voluntary or- 
ganizations, it is difficult to envisage 
their serving as coordinating adminis- 
trative agencies. Hospitals have an 
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enormous community task in almost 
every aspect of health service and medi- 
cal science, but the job of supervising 
the whole community’s health—with all 
its legal and organizational complexities 
—must be vested in a public body. 
While health departments in America 
seldom exercise such wide authority, 
they obviously offer the nucleus for such 
a future role. 

The skeptic may ask, what is the point 
of all this? Why does it matter whether 
there are multiple agencies for multiple 
services, except to satisfy the compul- 
sive demands of students of administra- 
tion who like to see tidy organization 
charts? I would answer that there are 
sound human and social reasons for 
promoting unified health administration 
in general, and health department par- 
ticipation in medical care programs in 
particular. 

The first reason is that such arrange- 
ments are most likely to have a preven- 
tive approach incorporated into day-to- 
day medical care administration—a 
point which can be well documented on 
this continent in the experience of 
Saskatchewan. Second, unified admin- 
istration is most likely to be balanced. 
giving appropriate attention to different 
health needs in proportion to their quan- 
titative importance, rather than in re- 
sponse to the strengths and weaknesses 
of various special interests. Third, uni- 
fied administration can permit engage- 
ment of the highest calibre administra- 
tive skill at lowest over-all cost, by 
combining funds from many sources but 
avoiding duplication of work. Fourth, 
it can strengthen the competitive posi- 
tion of health services in the arena of 
government and in the larger arena of 
over-all national goods and_ services 
which must be financed. Finally, and 
most important, unified administration 
allows individuals to be served as whole 
persons—rather than as representatives 
of different diseases, age levels, social 
status. or other categories by which 
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health service is divided—so that con- 
tinuous, sensitive, technically proficient. 
and comprehensive health care can be 
rendered. The person rather than the 
agency becomes the focus. 

On a world level, one cannot help but 
see a trend in all countries toward more 
and more socially organized fi- 
nanced health service. In a way, this is 
a trend from the free enterprise toward 
the universal service pattern. This is 
not an advocacy but an observation. If 
this observation is valid. it means that 
the need for health service coordination 
at the local level will become more and 
more manifest, both to the technical 
specialists and to the public at large. 
What we see in America today as the 
local health department. with its speci- 
fied list of functions, may become the 


true community health administration of 
the future. 
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The importance of accident prevention in a community health program need 


not be emphasized. However, the significance of death certificates and 


mortality data in helping to delineate the problem do require 


emphasis, and this paper indicates specifically what 


may be learned from such sources. 


Albert P. Iskrant, M.A., F.A.P.H.A. 


HE EPIDEMIOLOGIC APPROACH to acci- 
prevention has received much 
emphasis in recent literature. Dr. John 
Gordon! and others have emphasized the 
importance of accidents as a_ public 
health problem and the increasing role 
of accidents as a cause of death. They 
have also stressed the fact that this 
health problem should be approached in 
the same way, with the same methods 
that were used in the epidemiologic ap- 
proach to other mass health problems. 
Essentially this would involve: (a) col- 
lection and analysis of data, (b) ex- 
amination of apparent relationships for 
other causative factors, (c) establish- 
ment of hypotheses regarding causation 
and testing them under controlled condi- 
tions, (d) development of control meas- 
ures and testing them for effectiveness, 
and (e) incorporation of these tested 
control methods into programs of acci- 
dent prevention. 

It is not suggested that epidemiologic 
investigations into accidents be re- 
stricted to fatal accidents. This would be 
ebviously ridiculous. For every fatal 
accident there are hundreds of accidents 
with injuries of varying degrees of 
severity and resultant disability. How- 
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ever, approximately 100,000 people die 
each year from accidents in the United 
States; the data are published and avail- 
able for analysis. If we consider that 
the epidemiologic method starts with the 
analysis of data regarding host. agent. 
environment, and their interaction, there 
is a wealth of material available from 
the National Office of Vital Statistics, 
the National Safety Council, and others. 


Extent of Problem 


Let us start with deaths from acci- 
dents and see if they constitute a “public 
health problem,” as we use the term. In 
Figure 1 we see that in the younger age 
groups the proportion of all deaths due 
to accidents has been increasing at a 
phenomenal rate. Accidents are now the 
leading cause of death in every age 
group from one to 35, and in the 15 to 
24 group, they cause more deaths than 
all other causes combined. In terms of 
years of life lost. accidents are obviously 
a most significant cause of death. This 
leading role of accidents in deaths 
among younger persons is, in large part, 
due to decreases in other causes of death 
over the years. Figure 2 shows the trend 
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Figure 1—Accidental Deaths as Per cent of all Deaths by Age Groups— 
Continental United States 1900-1956 


since 1900 of the five leading causes of 
death of persons aged 15 through 24. 
It is noted that only accidents remain a 
significant cause of death in 1955. 


Host Factors 


Accidental deaths in general are 
most common at both extremes of life 
under one and over 65. They are lowest 
in the age group 5-14. The rate in the age 
group 85 and over is the highest. reach- 
ing over 750 per 100,000 per annum. 
Mechanical suffocation is the leading 
cause in infants, and falls account for 
the preponderance of accidental deaths 


in persons over 85. (Deaths from fires 


are also highest in these groups.) While 
many of the suffocations in infants and 
deaths from falls in older persons are 
helieved by some not to be accidents. it 
seems clear that nonmotor vehicle acci- 
dental deaths are highest in the groups 
which are least agile and need most 
assistance in getting around. It appears 
then that the very young and the very 
old need protection from accidents, par- 
ticularly from falls, fires, automobiles. 
poisonous gases, burns from hot sub- 
stances, and corrosives. Poisoning by 
ingestion is also a problem of the very 


young, especially in the preschool child. 
The lowest accidental death rate in 
the United States is in the school-age 
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child.” They have passed the age of 
high hazard from falls. fires. and poi- 
sons but have not vet reached the age at 
which death behind the wheel of the 
auto takes its toll. Drowning. however. 
is an important cause of death in this 
age group. as is death from bicycle acci- 
dents. 

In the late teens and early twenties 
the automobile becomes the chief killer. 
In this age group. automobiles cause 
approximately one-third of deaths from 


* (This is in contrast with the accidental 
injury rate which is high in this group, as 
also is the proportionate mortality from 
accidents—see Figure 1.) 
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all causes and has become relatively 
even more important in recent years 
(Figure 3). In 1930 less than 10 per 
cent of the deaths in this age group were 
due to automobiles, whereas in 1955 
over 35 per cent were so caused, 
Sex—As is true for most causes of 
death. males have a higher death rate 
from accidents than females have. ex- 
cept in the age group 85 and over 
(Figure 4). The ratio climbs fast. 
reaches a peak in the late teens or twen- 
ties. then declines, and finally becomes 
less than one (except for automobiles) 
in the age groups over 75. For auto- 
mobiles. however. the ratio stays over 
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Figure 2—Death Rates from the Five Leading Causes of Death in 1900 
Among Persons 15-24 Years of Age—Continental United States 1900- 
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Accident Prevention Program.) 


Figure 3—Deaths from Motor Vehicle Accidents as Per cent of Deaths 
from All Causes by Age Groups—United States 1906-1956 


two and in fact increases somewhat in 
the later years. This increase after age 
50 in the ratio of male to female deaths 
from motor vehicle accidents is to a 
large extent due to deaths of pedestrians. 
On the other hand, the ratio for falls 
drops from around six to one in the 
twenties to 0.7 to one in the age group 
85 and over. One could speculate that 
elderly gentlemen drive and, more par- 
ticularly. walk around subjecting them- 
selves to the hazards of highway acci- 
dents, whereas elderly females work and 
stay around the house and so are sub- 
ject to falls. It is also possible that the 
high death rate from falls in elderly 
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females may be due to physiologic or 
pathologic differences. Whether such 
factors predispose to the occurrence of 
the accidental injury or to the fatality 
as a result of the injury is not clear. 
From a few scattered studies on injuries 
due to falls, it would appear that the 
change from excess in males in younger 
age groups to an excess in women in the 
older age groups is true of injuries. as 
well as of deaths due to falls. 

Race—In_ general. accidental death 
rates are higher for nonwhite than white 
persons; this is true for both male and 
female; it is true of railroad accidents, 
highway accidents, water transportation 
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accidents, poisoning by solids or liquids, 
fire, other burns, firearms, suffocation, 
and drowning. For accidental deaths 
from aircraft, machinery, electricity, and 
falls the opposite is true, with the rate 
for whites higher, The higher rate for 
falls among white people is almost en- 
tirely due to an increasing ratio after 
age 65. In the group over 80 years of 
age, the rate is almost four times as 
high in white males and over five times 
as high in white females. This switch 
to higher rates in white persons is true 
for all “accidents” in the age groups 
over 75. 

Figure 5 illustrates these changes for 
both sex and color in the death rate 
from falls. In the early adult years 
the male rate is higher than female for 
both colors, and the nonwhite rate is 
higher than white for both sexes. After 
75 years of age the male rate is lower 
than the female for both colors. and the 
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nonwhite rate is much lower than the 
white for both sexes. 

This change of ratio for color had 
heen previously observed in diabetes and 
other conditions,” and needs further in- 
vestigation to determine if it is real or 
merely a function of the estimate of the 
population. 

Marital Status—Married people have 
fewer accidental fatalities from all causes 
and at all ages than do single, widowed. 
or divorced persons; rates for the wid- 
owed are higher than for the married. 
and those for the divorced higher than 
for the widowed (Table 1). An ex- 
ception is true of males under 20, where 
the rate for automobile accidents among 
married persons is higher than for either 
single or widowed persons. The acciden- 
tal death rate for females is also higher 
for the widowed than for the divorced 
at ages under 35. This is true both of 
automobile and other accidents. An- 
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Figure 4—Ratio of Male to Female Death Rates for Accidents—1956 
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Figure 5—Death Rates from Falls by Color and Sex Continental United 
States —1956 (Rates per 100,000 Population) 


other interesting observation is the 
switch to higher rates in the single than 
in the widowed, in the older age groups. 
Granted possible inaccuracies in popula- 
tion data by marital status. it would 
seem that married persons have fewer 
accidental deaths than nonmarried per- 
sons, and that persons who have been 
married, but now are not, have still more 


accidents. Differences are most pro- 
nounced in the death rates from motor 
vehicle accidents in males, where in 
each age group the rate for the divorced 
is about three times as high as for the 
married. This advantage of married life 
at every age is true of practically all 
diseases (except such obvious examples 
as diabetes in women). One could spec- 
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ulate regarding reasons for increased 
accident hazards in the unmarried, espe- 
cially the higher death rates in divorced 
males. To be conservative, it can be 
said that these mortality data are not in 
conflict with hypotheses of accident 
causation which stress the emotional or 
behavioral aspects. 

Physical Conditions—-The extent to 
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which chronic illness and impaired func- 
tions influence the incidence of acci- 
dental injuries or fatality from acciden- 
tal injuries is not presently known. Many 
studies of accidental fatalities appear to 
show increased prevalence of physical 
handicaps in persons dying from falls 
or other accidents. In an interesting 
presentation, Brightman, et al..° com- 


Table 1—Death Rates from Accidents by Age, Sex, and Marital Status 
Average 1949-1951—United States (Rates Per 100,000 Population) 


Age Single 


20-24 
Male 
Female 

25-34 
Male 
Female 

35-44 
Male 
Female 

15-54 
Male 
Female 

55-59 
Male 
Female 

60-64 
Male 
Female 

65-69 
Male 


Female 


70-74 


Married Widowed Divorced 


Male 341. 152.6 242.0 


Female 42. 95.7 115.9 


75 and over 
Male 597. 276.3 500.9 
Female 533. 291.8 469.2 


(Source: Vital Statistics of the United States, Special Reports, Volume 3%, No. 7, NOVS. 
PHS Accident Prevention Program Division of Special Health Services, December, 1957.) 
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pare the incidence of chroni¢ disease as 
a secondary cause of death where the 
primary cause was home accidents and 
cancer. The larger proportion of chroni« 
illnesses in those dying from accidents 
than from cancer suggests to the authors 
illness is associated with 
Studies 


this possible 


that chroni 
deaths from home accidents. 
are underway to. clarify 
association in groups of persons with 


and without specifie ailments. 


Agent 


The agent accident causation is 
not always as obvious as it would seem. 
The agent may be described as the ob- 
ject most closely associated with the 
occurrence of the aecident: the loose 
step. the faulty brake. the loaded gun. 
Much hope for reduction in’ accidents 


More 


ind more emphasis is being placed on 


is placed on control of the agent. 


design of the agent for maximum safety 
(‘and comfort) of the host. This has 
sometimes been called “human engineer- 
ing. 

The motor vehicle is the agent most 
commonly involved accidents. with 
over 1 per cent of all deaths from acci- 
dents (Table 2). Approximately 10,000 
persons were killed by automobiles in 
1956. Almost 8.000 (one-fifth) of them 
were pedestrians who were hit by cars. 
The other deaths were a result of being 
thrown from the car or the consequence 
of injuries sustained when the victim 
struck objects within the car. due to 
sudden stopping of the car, collision. 
or by the car turning over. A_ sur- 
prisingly low number of fatal or severe 
injuries are caused by structural col- 
lapse of the vehicle: ejection or hitting 
parts of the body are the chief causes. 
The automobile can be the “agent of 
accident” or it can be the “agent of the 
injury. and these may be considered 
as separate but important problems. The 
“Cornell, Crash Injury” 
others have shown that much can be 


research and 


learned about the design of the auto- 
mobile and seating of the passengers for 
minimizing injury after the accident oc- 


curs. 
In considering trends from the various 
types of highway accidents, we note that 


pedestrian deaths have decreased con- 
siderably and consistently their 
peak in 1937. Deaths from collisions 
with railroad trains, streetcars, bicycles. 
and animal-drawn vehicles (or animals) 
have also decreased. Deaths from col- 
lisions with other motor vehicles. with 
fixed objects and noncollision accidents 
have increased. 

Falls are the second highest cause of 
accidental death. with approximately 
20.000 deaths per year. About two- 
thirds of these falls are at home. with 
the bedroom the most frequent place of 
occurrence. Most of these deaths at 
home are of elderly people and occur 
while walking around. Chairs and beds 
are the most common agents in these 
cases. and many elderly people “just 
fall.” with no obvious agent identified. 
In falls from “higher to lower level.” 
the stairs are the agent most frequently 
identified. Outside stairs seem to be 
most commonly involved in accidental 
deaths, with inside stairs and stairs to 
basement next. in order of frequency. 
A rather complete analysis and descrip- 
tion of data from 16 states, collected as 
supplemental information on deaths from 
home accidents for 1952-1953. is pub- 
lished by the National Office of Vital 
Statisties.! and much detail is available 
for those interested in further study. 

One of the factors which requires 
study in connection with accidental falls 
(and other accidents) is the physical 
condition of those who have accidents. 
The data from the 16 states show that 
of those who died from falls, approxi- 
mately half (15 per cent) had no re- 
corded physical handicap. 22 per cent 
were unsteady or feeble. 7 per cent had 
a heart or circulatory disorder, 6 per 
cent were blind or had poor eyesight, 
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5 per cent were lame. and other handi- the third most frequent cause (in the 


caps were present in small proportions. latter, nearly all cases were connected 
Fire and explosion were the next most with falling asleep). 

frequent causes of deaths from accidents Drowning is the next most common 

in 1955 (over 6,000). The cooking cause of accidental death, with almost 

stove was the agent most frequently re- 5,000 deaths in 1956. In addition, about 

sponsible for those killed at home, with 1.500 were killed in water transporta- 

the furnace next. and cigarettes or pipe tion accidents. Next to automobile acci- 


Table 2—Accidental Deaths by Type of Accident, Race and Sex—United States—1956 


Nonwhite 


White 
Type of Accident Total Male Female “Male Female 


Total ‘ 94.780 56,645 25.261 9,178 3,696 
Railway 1,319 928 119 248 24 
Motor-vehicle 39,628 26,034 8.711 3,770 1,113 
Traffic accidents 38,740 25,453 8,505 3,093 1,089 

to pedestrians 7,398 4.618 1.548 931 301 
Nontraffic accidents 888 581 206 77 24 
to pedestrians 519 310 149 43 17 
Other road-vehicle 285 184 61 34 6 
Water-transport 1,508 1,179 115 197 17 
Aircraft 1,523 1,354 149 14 6 
Poisoning by solid and liquid 1,422 660 442 213 107 
Poisoning by gases and vapors 1,213 794 292 82 45 
Falls 20,282 9,088 9897 808 489 
On stairs 2,483 1,258 1,016 137 72 
From ladder 320 266 35 19 
Other falls from one level to another 3,744 2,171 1,162 305 106 
Same level 3,869 1,539 2,178 81 7 
Unspecified 9,866 3.854 5.506 266 240 
Blow from falling object 1,334 1,110 39 178 7 
Machinery 2.086 1,830 60 190 6 
Electric current 952 $27 71 52 2 
Fire and explosion of combustible material 6,405 2,653 1.899 920 933 
Hot substances, corrosive liquid and steam 722 311 245 74 92 
Firearms 2,202 1,632 188 315 67 


Inhalation and ingestion of food or other 
object causing obstruction or sufloca- 


tion 1,766 854 529 220 157 
Mechanical suffocation 1,554 710 359 284 201 
Drowning and submersion 4,902 3,257 674 872 99 
All others 5,083 3,240 1,411 707 325 


(Source: NOVS—Vital Statistics of the United States—1956. DHEW-PHS Accident Prevention Program Division of 
Special Health Services, May, 1958.) 


FEBRUARY, 1960 


Sas 
= 
7 
7 
: 169 
{ 


4 


dents. drowning is the most common 
cause of accidental death in young and 
early adulthood. Most of these drown- 
ings involved persons swimming or play- 
ing in the water, but many of them were 
nonswimming fatalities consisting of rec- 
reational boating accidents. stumbling o1 
slipping into the water. and the like. In 
this connection it is important to em- 
phasize that in young children under 
five years. only 5 per cent of those 
drowned were plaving in or near water 
at pools. beaches. or parks. About one- 
third of the victims drowned on the 
home premises; the remainder in rivers. 
creeks. lakes, fishponds. cesspools, and 
the like. near the home premises and 
while not supervised. 

Over 2.600 persons died from poison- 
ing in 1956; 1.100 of these deaths were 
caused by solid) or liquid substances. 
Barbiturie acid and its derivatives were 
the chief cause of death from poisoning 
in 1956, as in prior years. For children. 
aspirin was the most fatal drug. Petro- 
leum products and other household prod- 
ucts are also a common cause of poison- 
ing. In younger children, poisoning is 
to large extent a function of availability 
of the products, and control of the situa- 
tion is almost entirely in the hands of 
parents and guardians. 


Environment 


Geography—Ordinarily. we think of 
the geographic distribution of disease 
or injuries when we discuss environ- 
ment. and many important clues to the 
etiology of disease have been obtained 
through the study of geographic dis- 
tributions. When accidental deaths from 
motor vehicles are studied in terms of 
residence. a kind of pattern appears: 
the states with the highest rates are 
chiefly in the mountainous and south- 
ern parts of the country while those with 
the lowest rates are in the Northeast. 
In looking at the rates per miles driven. 
the southeastern states are pre-eminent. 
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Based on the rate per miles driven, ex- 
cept for Montana, all the states in the 
lop quartile are southern ones, and 
without exception all the states in the 
lowest quartile are northern. 

The pattern of pedestrian deaths is a 
different one. although Arizona, New 
Mexico. and Utah are among the highest 
states. The West North Central States 
are now in the lowest quartile with the 
East North Central and Middle Atlantic 
States having high rates. The degree of 
urbanization and the proportion of the 
population in the older age groups may 
account in part for the high pedestrian 
death rates in the Middle Atlantic and 
Kast North Central. but they do not 
account for the low rates in the West 
North Central States. 

The death rate from falls shows a 
different pattern with the North. espe- 
cially the Northeast. high and the South. 
in general, low. This distribution may 
be in part. a function of age: northern 
states in general have a higher propor- 
tion of persons over 65. It may also be 
influenced by the slight positive cor- 
relation between socioeconomic — status 
and deaths from falls. The reasons for 
these patterns are not clear: the num- 
hers of stairs in houses. existence of 
basements, icy sidewalks and steps. and 
the like may all be contributing factors. 

The death rate from fires and explo- 
sions shows a marked excess in south- 
ern states. In this area the of 
petroleum products as fuel for stoves. 
and as “starters” for coal and wood 
fires has long been suspected as a con- 
tributing cause to the higher rates. To 
test this hypothesis and to obtain details 
on the causes of fires and explosions and 
ways of preventing them. an epidemi- 
ologic study is being carried out in a 
county in a southern state. 

Other forms of accidents. such as 
those due to drowning and firearms. also 
exhibit geographic variation and allow 
pinpointing of areas of high risk. 

Seasons An environmental factor 
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which obviously affects accidents is the 
season. Drownings are highest in the 
summertime, as are many other acci- 
dents, due to activity which is more com- 
mon at that season. Motor vehicle 
deaths are highest in the fall and winter. 
but drop off in January. December is 
the month with the highest number of 
deaths and also the highest death rate 
based on mileage. January becomes one 
of the high death rate months when 
mileage is considered. 

Time—As regards time of day, all 
rates based on estimates of miles driven 
have night death rates on the highway 
higher than daytime rates both for ur- 
ban and rural areas, While the rural 
rates are higher than urban for both 
day and night. the night-day ratio is 
higher for urban areas. For pedestrians 
the hours of highest fatalities appear 
to be those associated with sunset (4-5 
p-m. in winter months and 8-9 p.m. in 
summer). This is true of both urban 
and rural areas. This association is not 
apparent in deaths of nonpedestrians.® 

Weather— Another environmental fae- 
tor which presumably affects accidental 
mortality is weather. The role of weather 
in hurricanes, floods. and similar events 
is obvious: not so obvious is its effect 
on motor vehicle and other accidental 
deaths. Data showing that the bulk of 
fatalities occur on days without rain. 
snow. or fog. on dry pavement are use- 
less in assessing the role of weather and 
road conditions as that is the usual con- 
dition. Fragmentary data from a few 
studies suggest that inadequate coping 
with road conditions increases the acci- 
dent potential and that accident  fre- 
quency increases with increased precipi- 
tation. There is a suggestion that the 
onset of the inclement weather is the 
crucial period. 

It has been speculated that changes in 
barometric pressure, changes involving 
cyclogenesis. infra-long-wave radiation. 
and other factors affect accident experi- 
ence possibly through their effect’ on 
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peoples’ moods and behavior, Completed 
studies have shed little light on this 
subject. 

Location—The location of the aecci- 
dent causing death is an important item 
in developing control methods. —Identi- 
fication of three-lane highways and four- 
lane highways with uncontrolled access 
as places of high mortality has given 
considerable impetus to highway design. 
Identification of intersections and streets 
of high death rates of pedestrians and 
from other types of motor vehicle acci- 
dents have helped local authorities to 
introduce corrective measures. In rural 
areas accumulation of fatality data has 
pinpointed road stretches of high risk 
needing extra lighting, road redesigning. 
and the like. 

Analysis of mortality data can also 
help to identify the location of fatalities 
within the home or in other places, and 
the agents involved in such accidents. 
In the home, for instance, the bedroom 
is the most common place of accidental 
deaths from falls and fire, stairs are 
next highest. and the kitchen is third. 
with falls and fire also the most frequent 
causes of death. This is in sharp con- 
trast to nonfatal injuries where the yard 
leads, and the kitchen is next. The bed- 
room is the place of accident in about 
one-third of the fatalities, but in only 
about 6 per cent of the nonfatal injuries. 
The high death rate from falls in older 
people, many of whom are confined to 
their rooms. undoubtedly accounts for 
the bedroom’s role. 


Epidemiologic Investigations 


It is not suggested that the study of 
deaths from accidents be limited to such 
items as are discussed here. Epidemi- 
ologic investigations can be and have 
been made on the many facets of the 
host. the agent. the environment and 
their interaction. Special follow-up is 
usually needed to ascertain more detail 
about the circumstances of an accident. 
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lhe burden of this paper is that analysi 


of death certificates available to health 1955. 
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National Wildlife Week 


The week is March 20-26 and the theme is “Water: Key to Your Survival.” 
Since 1938, the National Wildlife Federation and its state affiliates have been 
sponsoring this week as the beginning of a year-long educational campaign to 
interest people in conservation. This year’s program will stress the vital need for 


viving people a better understanding of the critical water problems faced through- 


out the country. 

A brochure and other educational materials listed on an order form-catalog may 
he obtained by individuals and agencies interested in supporting and publicizing 
this educational effort from Stewart M. Brandborg, assistant conservation director, 
National Wildlife Federation, 232 Carroll Street, N.W.. Washington 12, D. C. 
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In order to determine the status of school services currently provided to 


handicapped children, a questionnaire was sent to officials in 106 cities 


with a population of 100,000 or more. The results are analyzed 


IN URBAN AREAS 


rye OF THE increasing recognition 
of the importance of the worth, 
rights, and privileges of the individual 
in our culture, the services provided for 
each of us in a community take on sig- 
nificance, if each one is to be helped 
to fulfill his potential. This applies as 
well to children who are handicapped. 
Among the services necessary to assist 
handicapped children to achieve their 
maximum potential is education. It 
seems timely, therefore. to look at the 
school services provided for handicapped 
children. 


Method of Study 


During the winter of 1958 a question- 
naire was sent to the health officers and 
superintendents of schools in each of the 
106 cities of the United States having a 
population of 100,000 or more accord- 
ing to the 1950 census. The question- 
naire contained items regarding the 
types and numbers of handicapped chil- 
dren cared for in the public school sys- 
tem; the age of admission: the kinds 
of school facilities provided; the pres- 
ence of established criteria for special 
educational placement. and the agency 
responsible for their establishment; the 
method of review of applications for 
special educational placement, personnel 
engaged in such review. frequency of 
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in this report and suggestions for improvement are made. 


SCHOOL SERVICES FOR HANDICAPPED CHILDREN 


Helen M. Wallace. M.D., M.P.H.. F.A.P.H.A., and Helen M. Starr. PhD. 


review; organization of special educa- 
tion within the public school system: 
method of financing and costs of educa- 
tion of handicapped children; and the 
provision of transportation and attend- 
ant service during transportation of 
handicapped children to and from 
school. This paper summarizes the in- 
formation provided on the question- 
naires, 


Study Findings 


According to the 1950 census. the 106 
cities had a combined total population 
of 44,311,716. or 29.1 per cent of the 
total population of the United States. 
and a combined school enrollment of 
children aged five through 17 years of 
7.192.100 or 28.4 per cent of the total 
population. Ninety-eight of the 106 
cities responded (92 per cent of the 
cities). These 98 respondent cities had 
a combined total population of 41.686.- 
921 (94 per cent) and a combined 
school enrollment of children aged five 
through 17 years of 6.840.105 (95 per 
cent).* All 98 respondent urban com- 
munities provide some school services 
for some types of children who are 
handicapped. 

* The cooperation of the Health Depart- 


ments and Boards of Education in providing 
the information is gratefully acknowledged. 
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Types of Handicapped Children 
Included and Age of Admission 
to School 


All 98 school systems have some pro- 
vision for children who have an ortho- 
pedic.+ neuromuscular.+ or neurological 
condition.+ and for children who are 
mentally retarded. All but 4 per cent 
have provision for children with speech 
difficulty. all but 5 per cent for children 
who are hard of hearing. all but 6 per 
cent for children who are _ partially 
sighted, all but 9 per cent for children 
with rheumatic fever or heart disease. 
Children who are less frequently pro- 
vided for are those with epilepsy. cleft 
palate. the emotionally disturbed. the 
deaf. and the blind (Table 1). 

It is becoming more accepted that 
handicapped children. especially certain 
types. may benefit from school attend- 
ance during the preschool period. There- 
fore. the age of admission to school has 
considerable importance. Forty-six of the 
school systems admit deaf children under 
the age of five years, 31 admit the hard- 
of-hearing. 30 admit the orthopedic 
group. 17 admit children who are blind 
or who have speech problems. 13 admit 
children with cleft palate. 11 admit the 
partially sighted, nine admit children 
who have rheumatic fever or heart dis- 
ease. six epilepsy. and four school sys- 
tems admit children who are emotionally 
disturbed or are mentally retarded 
(Table 1). 

With increasing concern about the 
problem of mental retardation in more 
recent vears. the questionnaire contained 
inquiry regarding the minimum IQ level 
of the child necessary for school admis- 
sion. Forty-nine per cent of the school 
systems require an IQ level in the range 
of 50-75, 42 per cent in the range 25-50, 
and 4 per cent of the school systems re- 
quire an IQ level of 20. 


+ In the questionnaire these three categories 
were grouped together. 
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Type of Educational Placement 
Provided 


The type of educational placement 
provided and, of course, the quality of 
the service within the individual place- 
ment constitute important aspects of the 
care of handicapped children. To 
state it simply, the more services, and 
the more comprehensive and individu- 
alized the services provided in an ambu- 
latory school program (either special 
class or special day school) and in re- 
lated community agencies, the less need 
will there be to place in a special resi- 
dential school. on home instruction,‘ or 
on instruction in a hospital or convales- 
cent home, children who can be included 
in a modified program at school. 

Answers to these parts of the ques- 
tionnaire were not complete. Neverthe- 
less, it is possible to portray some pic- 
ture at the present time. For example. 
the most frequent plan for education of 
the orthopedic group of children, other 
than regular class. in regular school. is 
the provision of special day class. home 
instruction, and hospital and convales- 
cent home; the second most frequent 
plan is the provision of special day 
school, home instruction, and hospital 
and convalescent home; the third most 
frequent plan is the provision of home 
instruction, and hospital and convales- 
cent home. The most frequent type of 
plan for the rheumatic fever and cardiac 
group, and the epilepsy group, other 
than regular class in a regular school, 
is home instruction. The most frequent 
plan for the hard-of-hearing, the deaf, 
the partially sighted, and the blind 
groups of children is special day class 
and special day school. The most fre- 
quent plan for the mentally retarded, 
speech, and cleft palate groups is special 
day class. The most frequent plan for 
the emotionally disturbed is special day 
class and home instruction, A fair num- 
ber of school systems provide special 
day schools only. especially for the deaf, 
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hard-of-hearing, partially sighted, and 
blind groups. The provision of only a 
residential school is almost completely 
limited to the deaf, blind, and emotion- 
ally disturbed groups. It is gratifying 
to note that in only a few communities 
is education of handicapped children 
provided only in hospitals or convales- 


cent homes. 


Method of Educational Placement 


Ninety-one of the 98 reporting public 
school systems (93 per cent) stated that 
they had established criteria for the edu- 
cational placement of handicapped chil- 
dren. Of the other seven school sys- 
tems, one each had such criteria for 
cerebral palsy. for blindness. and for 
mental retardation. Four did not answer 
this question. 

In 47 per cent of the public school 
systems, responsibility for establishing 
the criteria for educational placement 
has been assumed by the local govern- 
ment, predominantly the local Board of 
Education. 
sibility has been assumed by the state 
predominantly the State 
Participation 


In 29 per cent the respon- 


government, 
Department of Education. 
of the health department, either local or 
state, is very small. In 18 local com- 
munities which had established criteria 
for educational placement of —handi- 
capped children, the professional dis- 
ciplines were listed: in only seven of 
these 18 communities was there medical 
participation in the establishment of 
these criteria. 

In half (19) of the public school sys- 
tems, the Board of Education alone re- 
views the applications for special educa- 
tional placement. In no instance is such 
a review carried out by the Department 
of Health alone. In approximately one- 
fifth (20) of the school systems the re- 
view carried on is jointly by the two 
departments—-education and health. The 
recommendation of the practicing phy- 
sician was acted 


upon without any 


agency review in only three school sys- 


tems. 

The number of professional personnel 
reviewing applications for educational 
placement ranged from one in one school 
system to 12 in another. The most fre- 
quent number of participants was six 
in 18 school systems. It is gratifying 
that in most school systems more than 
one professional person is responsible for 
the review of applications. 

The type of professional person par- 
ticipating in review of applications is of 
the utmost importance. As shown in 
Table 2, the most frequent types are the 
psychologist and the school administra- 
tor. The nurse and the teacher partici- 
pate in about one-half of the school sys- 
tems. the social worker and the schoo! 
counselor in about one-third. There is 
limited participation by such personnel 
as the director of special education and 
the vocational counselor. In all school 
systems. except 11, there was some type 
of medical participation in review of 
applications. It is surprising to find 
infrequent participation by certain medi- 
cal specialists, for example, the cardiolo- 
gist. pediatrician, ophthalmologist. oto!o- 
gist. or orthopedist (Table 2). 

It is considered essential that there be 
a careful review of all handicapped chil- 
dren, not only before educational place- 
ment, but also periodically during such 
placement and prior to withdrawal from 
such placement. The questionnaire asked 
for information on all three aspects. 
Ninety-six per cent of the school systems 
indicated that all applications are re- 
viewed prior to placement, in 85 per cent 
children are reviewed periodically during 
placement, and in 70 per cent children 
are reviewed before withdrawal from 
placement. 

Inquiry was also made regarding the 
frequency of periodic review of the 
children during placement. Forty-five 
per cent of the school systems review 
children in special day classes at least 
once a year. 39 per cent review children 
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on home instruction at least once a year, 
32 per cent review children in a regular 
class at least once a year, 31 per cent 
review children in special day school at 
least once a year, 17 per cent review 
children in hospitals and convalescent 
homes at least once a year, and 9 per 
cent review children in special residen- 
tial schools at least once a year. The 
stated range of frequency of review 
varied from once a week (in one special 
residential school and on home instruc- 
tion) to a complete lack of review for 
children on home instruction in two 
school systems. 

Because it is recognized that “paper 
review” of children may not provide as 
complete a picture of the child, his prog- 
ress, and his needs, as when the child 
and his family are seen personally, the 
questionnaire contained an inquiry re- 
garding the provision of a team, either 
from the Board of Education or the De- 
partment of Health. who personally see 
and evaluate all handicapped children. 
Thirty-eight per cent of the communi- 
ties do provide such a team, 35 per cent 
do not, and 27 per cent did not answer 
this question. The number of personnel 
employed on a team basis for such an 
evaluation vary from one person in 
about 10 per cent of the communities 
to seven persons in one community for 
the orthopedic group. Most of the com- 
munities which do provide a team have 
two or three people on the team. The 
orthopedic and hard-of-hearing groups 
of children are more likely to be seen 
by a team; the children with epilepsy 
and speech problems are least likely to 
be seen. A psychologist and a_physi- 
cian (whose type was not stated) were 
most likely to be used. Other personnel 
used with some degree of frequency were 
the teacher and the nurse, It is sur- 
prising to find that community facilities 
were used rarely, and that personnel 
such as a social worker, school counselor, 
the school physician, and certain medical 


specialists (pediatrician, ophthalmolo- 
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gist, otologist, cardiologist, and ortho- 
pedist) were used relatively infrequently. 
A psychiatrist was used in one instance. 
Another surprising finding was that a 
Crippled Children’s Clinic was very in- 
frequently used. Children who had 
orthopedic handicaps, rheumatic fever 
or heart disease, epilepsy, or who were 
hard-of-hearing, partially sighted, or 
blind were more likely to be seen by 
some type of physician; children with 
speech problems or mental retardation 
were least likely to be seen. 


Table 2—Type of Personnel Participating 
in Review of Applications 


Number of 


Type of Person Schools 
Psychologist 87 
Administrator 87 
Nurse 57 
Teacher 53 
Social worker 34 
School counselor 33 
Director of special education 16 
Vocational counselor 8 


Medical Participants 
Physician—type not specified 33 


Orthopedist 19 
Otologist 17 
Family physician 16 
Ophthalmologist 16 
Pediatrician 12 
School physician 13 
Psychiatrist 9 
Various medical specialists 8 
Neurologist 4 
Medical director 3 
Cardiologist 3 
Miscellaneous 4* 
Miscellaneous 4t 


* Composed one each of doctor in Board of Education 
clinics; plastic surgeon; epilepsy clinic; health depart- 
inent. 

+ Composed one each of assistant superintendent of 
schools; speech therapist; counselor in guidance; director 
of health service. 
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Table 3—Provision of Transportation and Attendant Service During 


Transportation 


Transportation 
Not Provided 


Per cent 


Provided 


Number 


Attendant Service 
Provided Not Provided 
Number Per cent 


Orthopedic 

RF, HD 
Epilepsy 
Hard of Hearing 


Deaf 
Partially Sighted 


Blind 


Cleft Palate 
Mentally Retarded 
Speer h 


Emotional 


Financial Aspects of Education of 
Handicapped Children 


The source for financing the educa- 
tion of handicapped children is pre- 
dominantly a combination of local and 
state tax funds (86 of 98 schools). In 
only one school system was the financing 
derived entirely from local tax funds. 


and in only two school systems entirely 
A tremendous varia- 
tion exists in the proportions of local- 


from state funds. 


state participation in financing. the most 
frequent method being equal sharing of 
costs by local and state governments. 
The most frequent method of allocation 
of funds used for education of handi- 
capped children was on a per pupil basis 
(32 out of 98 school systems); a per 
teacher or a per class basis are used less 
frequently 
respectively ). 

Efforts were made to secure data on 


(12 and 15 school systems 


the costs of education of handicapped 
children in the various areas of educa- 
Lack of sufficient data 
prevents a report on costs at this time. 


tional placement. 


13.3 35 63 64.3 
48.9 82 83.7 
73.5 90 91.8 
18.9 ‘ 83 84.7 


51.0 82 83.7 
37.7 80 81.6 
18.9 80 81.6 


94.9 
79.6 
96.9 
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Transportation of Handicapped 
Children to and from School 


Table 3 presents data on the provision 
of transportation and attendant service 
during transportation of handicapped 
children to and from school. It is evi- 
dent that school systems are more likely 
to provide transportation than attendant 
service. Children with orthopedic handi- 
caps or who were partially sighted are 
most likely to be transported; those who 
are emotionally disturbed, who have 
speech defects or cleft palate are least 
likely to be transported. Attendant serv- 
ice, while not provided for any group 
of children to any large extent, is most 
frequent in the orthopedic group. The 
children 
palate, emotional difficulty, and epilepsy 
are least likely to have attendant service. 


with speech problems, cleft 


Discussion 


It is of course highly gratifying that 
all of the 98 respondent cities with a 
population of 100,000 or more provide 
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some school services for some handi- 
capped children. It is evident that pro- 
portionately more services are provided 
for those children who have an ortho- 
pedic. neuromuscular or neurological 
disability or who are mentally retarded. 
than for certain other children, espe- 
cially the deaf, the blind. and the emo- 
tionally disturbed. The latter groups 
need to be more fully provided for in 
the school setting. Furthermore, there 
is need to extend the policy of earlier 
admission of certain types of handi- 
capped children to public school systems. 
especially the deaf, the blind. the hard-of- 
hearing. the partially sighted. and cer- 
tain groups of children with orthopedic. 
neuromuscular. or neurological disabil- 
ity. 

While all school systems responding to 
the questionnaire provide some services 
for mentally retarded children. the ad- 
mission criteria. particularly with regard 
to the 10 level. vary considerably. The 
general trend over the past decade has 
been to admit more and more children 
with a gradually lower IQ level. al- 
though it is recognized that other factors 
besides 10 level must be taken into con- 
sideration. This applies particularly to 
such other aspects as the medical and 
health condition of the child. his social 
and psychological adjustment. and his 
previous family environment and train- 
ing.! 

Children with an orthopedic handicap 
are the most broadly provided for. from 
the viewpoint of a wide range of avail- 
able educational settings. Those com- 
munities providing special day schools 
only are likely to do so for deaf, blind. 
hard-of-hearing. partially-sighted 
children. Communities that provide 
home instruction only are likely to do so 
for the rheumatic and cardiac and epi- 
lepsy groups. Those providing residen- 
tial schools only are likely to do so for 
the deaf. blind, and emotionally dis- 
turbed groups of children. In general. 
one hopes that all public school systems 
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in the larger urban areas would have 
provision in regular classes and special 
day classes for all types of handicapped 
children. One would also hope that the 
three other kinds of services—home in- 
struction, special day school, and hospi- 
tal and convalescent home care—would 
be reserved for certain children for rela- 
tively brief periods of time for a specific 
indication. Furthermore, while the child 
is receiving his education, some thought 
and planning must be devised by com- 
munity agencies for the child's life-time 
program. 

Most of the communities have estab- 
lished criteria for the admission of 
handicapped children to their public 
school systems.? Two points particularly 
stand out in connection with the method 
used to set up the criteria—the lack of 
participation of the health and welfare 
departments, of the various medical spe- 
cialists. of educational and vocational 
counselors, and social workers. In set- 
ting criteria, it would certainly seem 
desirable that these groups be included. 

When it comes to the plans which 
have been developed for review of appli- 
cations for educational placement of 
handicapped children, there has again 
been too little participation by health 
departments. One would hope that such 
a review might become one jointly 
carried on by staff members of the Board 
of Education and the Department of 
Health of the individual community. A 
good many communities are now using 
a team, as demonstrated by this study. 
Suggestions to strengthen the composi- 
tion of such a team include greater use 
of the nurse, the teacher. the social 
worker, the school counselor. and the 
vocational counselor, as well as greater 
use of medical specialists (pediatrician, 
cardiologist. ophthalmologist. otologist. 
and orthopedist) and of the school phy- 
sician. Furthermore. there is need for 
review not only of the initial application, 
but also periodically of the child wher- 
ever he is. and also prior to withdrawal 


179 


af 
Pr 
a 
1 
aig 
4 


from placement. Certainly periodic re- 
view once a year should be considered 
a minimum: preferably, each handi- 
capped child should be reviewed much 
more frequently. This policy applies to 
handicapped children wherever they are 

in regular class. special day class. spe- 
cial day school. special residential school. 
home instruction, hospital or convales- 
cent home. Some difference of opinion 
exists regarding the need for the review 
team personally seeing and evaluating 
the child and his family as against the 
use of a “paper review.” Nevertheless. 
in two previous studies in one commu- 
nity’ * it has been demonstrated that. 
unless the child is seen. numerous in- 
appropriate educational placements oc- 
cur and important health and social 
problems are missed, 

It is surprising to find that community 
facilities for evaluation of handicapped 
children and their families are being 
used to such a small extent. It would 
seem logical to expect that where a well 
developed evaluation and diagnostic 
service exists in a community—either 
in a hospital or in a crippled children’s 
service—it would be easier and less ex- 
pensive for the school system to use it. 
rather than developing a duplicate serv- 
ice of its own. 


Evidence exists for the need to look 
at and strengthen the provision of trans- 
portation and attendant service during 
the transportation of children to and 
from school. 


Summary 


This paper describes the results of a 
questionnaire sent to the 106 cities of 
the United States with a population of 
100.000 and over. in regard to school 
services currently being provided for 
handicapped children. There is consid- 
erable variation in the range of services 
provided as a whole, and equal variation 
among the various types of handicapped 
children. Suggestions are made for fur- 
ther strengthening of such services. if 
handicapped children are to have an 
opportunity to achieve their full poten- 
tial. 
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A survey of Indian children in 1957 revealed a number of conditions. The 


findings point to the need for further action, both in terms of 


investigation and therapy. Emphasis is placed on 


the need for education. 


RESERVATION, 1957 


Program Planning 


River Indian Reservation 

in central Wyoming covers 2.000,000 
acres. There are 3,589 Indians living on 
it: 1.382 are members of the Shoshone 
and 1,977 of the Arapahoe tribes. About 
230 Indians of other tribes and an un- 
determined number of white families 
are also residents on the reservation. The 
Indian population is relatively highly 
cultured with a rather low illiteracy and 
indigency rate. Children of school age 
attend county schools along with the 
non-Indian population. The tribal gov- 
ernment consists of a joint Arapahoe 
and Shoshone 12-member business coun- 
cil representing the various geographical 
sections of the reservation. Since 1952. 
a tribal Board of Health consisting of six 
members of the business council has 
been functioning. 

During the fall of 1956, the Sub-Area 
Medical Officer, Division of Indian 
Health, Billings, Mont., was approached 
by members of the Joint Tribal Council 
Board of Health who asked that a mul- 
tiple screening program of blood testing. 
chest x-rays, and diabetes screening be 
offered to the reservation. The assist- 
ance of the Denver Regional Office staff 
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of the Department of Health, Education 
and Welfare, Public Health Service, and 
Children’s Bureau was requested, and 
the survey was set for the fall of 1957. 

Meetings were held with members of 
the Billings Sub-Area Office, Division of 
Indian Health Service staff, representa- 
tives of the Wyoming State Department 
of Health and of the Regional Offices of 
both the Children’s Bureau and Public 
Health Service, Denver, Colo. General 
areas of responsibility, amounts and 
types of contribution to the project. and 
assignment of personnel from all agen- 
cies were agreed upon, with coordina- 
tion and direction of the over-all project 
assigned to personnel in the Division of 
Special Health Services. Publie Health 
Service. Denver. Later, at a meeting 
of representatives of these agencies with 
the Joint Tribal Council at Wind River. 
the council approved the program and 
members of the Regional Office Special 
Health Services staff were designated to 
meet with the Joint Tribal Council Board 
of Health to discuss details of organiza- 
tion. 

Printed material, radio and newspaper 
publicity were the media adopted for 
public promotion of the survey. At the 
request of the Tribal Council Board of 
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Health. each council member was _ re- 
sponsible for preregistering persons liv- 
ing in his district, as had been done 
successfully during a previous tuber- 
culosis survey. At the time of preregis- 
tration. a pamphlet describing the nature 
of the examinations. the date and hours 
of operation, and the location of the 
testing centers was given to each person 
for whom a registration card was pre- 
pared. Pamphlets were also given to 
each school child to take home. The 
two radio stations in the area were most 
generous providing spot announce- 
ments. The Lander. Wyo.. newspaper 
also provided several news items on the 
program. 

Due to the nature of the examinations 
offered. it was decided to have testing 
centers at only two locations. Fort Wash- 
akie Clinie and Arapahoe Clinie which 
were readily accessible to an estimated 
60 per cent of the reservation popula- 
tion. The adult (12 years of age and 
older) examination included chest x-ray 
for tuberculosis. heart disease and other 
chest pathology, blood tests for syphilis 
and diabetes, a rough hemoglobin test. 
physical inspection of male genitalia. 
and a height and weight check. All 
school children 6-12 were offered a 
chest x-ray.* 

It was agreed that a complete and 
thorough. individualized pediatric evalu- 
ation of the children by board-qualified 
pediatricians, which included the social 
and emotional aspects of the child and 
his family. would be of most value to 
the Indian families and children. It 
would have greater validity in future 
program planning for them because the 
resulting data would not have the limita- 
tions of prior assumptions of morbidity 
on which a screening examination alone 
would he based. The sound health edu- 
cational values would be greater than 
those in a multiple screening program 


* The results of these portions of the pro- 
vram are available from the Denver Regional 
Office of the U. S. Publie Health Service. 


for children. In addition to this com- 
plete pediatric evaluation, it was decided 
that the examination of selected children 
from 0-12 years of age would include 
chest x-ray, detailed blood examinations. 
serological tests for syphilis. rectal tapes 
for pinworm infestation, and stool exam- 
inations for other pathogens. Also con- 
sidered essential was an explanation to 
the family of the findings as well as 
follow-up for correction of the problems 
or abnormalities found. This series of 
pediatric evaluations is the subject of 
this paper. 


Method 


The number of pediatricians available 
in the 11 days’ time allotted for the 
health survey of the Wind River Indians 
did not permit complete pediatric evalu- 
ations of all children on the reservation. 
It was decided, therefore. to limit the 
evaluations to children 12 years of age 
or under, to examine children by family 
units, and to select the families in a 
random fashion from each of the school 
census rolls in order to obtain a similar 
distribution between tribes and by geo- 
graphical location. Two pediatricians 
were available for six working hours on 
each of the 11 days. with an additional 
pediatrician for laboratory work and as 
an “emergency replacement.” It was 
estimated that since some history data 
would be available from clinic and social 
service records at the time of the ex- 
amination, additional pertinent data 
could be obtained and complete pediatric 
evaluation would then be possible for 
approximately 250 children. Since the 
average family was estimated to have 
three to four children under 12 years of 
age. 70 families were to be offered the 
pediatric evaluations. The families were 
chosen by selecting every fifth name on 
the school census rolls until 70 families 
were selected. Sixty families appeared 
for the evaluations. 

The public health nurse assigned to 
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the Wind River Health Unit then per- 
sonally contacted each of the families to 
give them an appointment for the eval- 
uation and to explain what they could 
expect from the experience. This indi- 
vidualized, meaningful contact undoubt- 
edly accounted for the excellent coopera- 
tion and acceptance by the families. The 
same public health nurse then reviewed 
the Wind River Health Unit medical 
records for any pertinent history which 
she recorded prior to the time of the 
survey. In addition the social service 
worker assigned to the Wind River Res- 
ervation included on the record any 
information which she had prior to the 
survey. 

Seven pediatricians. all of whom were 
hoard certified or board eligible, par- 
ticipated in the examinations. One of 
these. a hematologist, was present 
throughout the entire period to lend 
continuity. He drew all the blood sam- 
ples. calculated all the height and weight 
percentiles and assisted periodically in 
the examinations. Each physician re- 
corded the pediatric history and the 
examination findings on a form espe- 
cially prepared for this purpose by the 
Wyoming Health Department, the Chil- 
dren's Bureau. and the Public Health 
Service. 

Much of the material from the charts. 
including the laboratory work, was 
coded and transferred to IBM cards 
from which tables were prepared. How- 
ever. a great deal of the material in- 
cluded in the results was derived from 
a review of each chart by a pediatrician 
(Children’s Bureau regional medical 
director) in order to verify opinions, 
diagnoses. and recommendations which 
required medical judgment. The charts 
were also reviewed by the Children’s 
Bureau regional nursing consultant and 
regional medical social consultant for 
pertinent findings which appear in the 
results. 

The preplanned follow-up with the 
families on the results of the examina- 
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tions was carried out by the Wind River 


Health Unit. 


Results 


Characteristics of the children and 
their families: Distribution by age, sex. 
and tribe—Two hundred and fourteen 
children, aged 12 years and under, rep- 
resenting 60 families, received the pedi- 
atric evaluations. (It is estimated that 
there were about 1,400 children from 
both the Arapahoe and Shoshone tribes 
on the Wind River Reservation in Sep- 
tember. 1957; 58 per cent of these were 
of the Arapahoe tribe, 40 per cent of 
the Shoshone tribe, and 2 per cent from 
other tribes.) Table 1 shows that the 
age distribution among the 214 children 
was remarkably similar with one-half of 
the children six years and under. the 
median age being six and one-half years. 
The sex distribution was approximately 


Table 1—Age Distribution* 


Number Per cent 


Inder 1 year 14 6.5 


1 to 2 years 9 4.2 
2 to 3 years 13 6.1 
3 to 4 years 13 6.1 
4 to 5 years 12 5.6 
5 to 6 years 14 6.5 
6 to 7 years 19 8.9 
7 to 8 years 23 10.7 
8 to 9 years 19 8.9 
9 to 10 years 23 10.7 
10 to 11 years 20 9.3 
1] to 12 years 22 10.3 
12 to 13 years 13 6.1 
Total 214 99.9 

* Age distribution was very similar in each tribe. 


Median age was 645 years. 

Sex distribution was very similar in each tribe, about 
en equal number of each sex. 

Fifty per cent were Shoshones, 48.6 per cent Arapa- 
hoes, and 1.4 per cent from “other tribes.”’ 


5 
a 
4 
4 
| 
= 
| 
Nae 
183 
‘ 


equal in both tribes as is the case in the 
general Wind River population. — Fifty 
per cent of the sample were of the Sho- 
shone tribe, 18.6 per cent Arapahoes and 
1.1 per cent from “other tribes”; there 
were, therefore. more Shoshone children 
in the sample than in the general Wind 
River population. 

Family characteristics The largest 
number of children in this age group 
brought in for pediatric evaluation from 
one family was nine. The majority of 
families brought in two or three children 
(14 families brought in three and 15 
families brought in two). 

According to the information obtained 
at the time of the survey only 19 of 
these 211 children. representing nine of 
the 60 families. were living with persons 
other than their parents. Fifteen chil- 
dren (representing five families) were 
living with grandparents: three children 
(from three families) were listed as 
“adopted * two adopted by grandparents 
and one child living with foster parents. 

In six of the 60 families. an adult 
member. who was directly or indirectly 
responsible for child care. had an illness 
or condition that could be considered 
significant as a health hazard (existing 
or potential ) to the children in’ the 
family. or that was of such nature that 
it could influence the quality of care 
viven to the children. For example. a 
mother of three children had a diagnosed 
gastric ulcer with anxiety neurosis for 
whom psychiatric treatment was recom- 
mended but not secured. In another 
family. there was a father with active 
tuberculosis. who had been in and out 
of a tuberculosis sanitarium. usually 
leaving “against medical advice”: there 
were also three other families with un- 
treated tuberculosis in the household. 

Accuracy of the information received 
hy the pediatricians —For the most part. 
the medical and social backgrounds of 
the families had been obtained over a 
period of time by professional people 
working with the Indian children and 
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their families. However, each pediatri- 
cian was asked to estimate the reliability 
of the information secured about each 
child during his own interview with the 
relatives and the children. These were 
recorded as poor, fair, or good. For 
37 per cent of the children the accuracy 
of the information was considered good. 
for 11 per cent fair, and poor for 21 per 
cent (only two cases or 1 per cent had 
no data as to reliability). Although the 
examining physicians considered the in- 
formation supplied by members of the 
Shoshone tribe to be less reliable on the 
whole than that from the Arapahoe tribal 
members. the Shoshone Indians as a 
group are considered to be less com- 
municative and, by our standards, more 
“shy.” This fact undoubtedly accounts 
for the discrepancy, but it is an impor- 
tant cultural factor to be considered in 
obtaining a complete and valid pediatric 
history. At the same time, the fact that 
non-Indian doctors could obtain a “fair” 
to “good” history on 78 per cent of the 
children in an Indian population makes 
this “sine qua non” of a pediatric evalu- 
ation a worth-while inclusion. 

Relatives accompanying the children 
during the examination—All children 
were accompanied by an adult during 
the pediatric evaluation. Sixty-seven 
per cent were accompanied by the 
mother only: 25 per cent by both par- 
ents. 3 per cent by the father only. and 
5 per cent by some other relative or 
guardian. Among children of the Sho- 
shone tribe there were a few more who 
were accompanied by both parents and 
a few more accompanied by other rela- 
tives or guardians than among the Arap- 
ahoes. This family participation was one 
of the most valuable results of the evalu- 
ation and planning it as an integral part 
of future programs is valid. Further- 
more, a successful method of making a 
meaningful contact with the adult popu- 
lation is suggested. 

Analysis of the findings of the pedi- 
atric evaluations: Height and weight 
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percentiles—Table 2 shows the distribu- 
tion of the height and weight percentiles 
obtained on the children by sex and by 
tribe. The percentile charts used were 
from the Colorado State Health Depart- 
ment and are a composite of those com- 
piled in various parts of the country. 
This table shows that in both sexes of 
both tribes, the Indian children are 
similar in weight to those from which 
the percentile tables were made. How- 
ever, in height these children are con- 
siderably smaller, the median height fall- 
ing between the 25th and 29th per- 
centiles. The females of both tribes ap- 
pear to be somewhat lower in both 
height and weight for their ages than 
non-Indian children, in that the median 
percentiles were between the 40th and 
the 44th. The males of both tribes were 
similar in weight to non-Indian children 
but were smaller in stature, with the 
median height between the 30th and 
3tth percentiles. Probably of more sig- 
nificance is the fact that the children 
from the Arapahoe tribe are very similar 
in their height and weight development 


Both Tribes* 


Male Female 

Percentile Weight Height Weight Height 
No data 4 9 10 14 
5- 9 - - ] 

10-24 23 48 22 35 
25-49 29 25 21 19 
50-74 27 17 25 23 
75-89 14 5 9 11 
90-94 12 5 17 4 


Total number 


with data 105 100 95 92 
Total children 109 105 
Median 

percentile 50-54 30-34 40-44 40-44 


“ 


* Includes three females from “other tribes.” 
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to non-Indian children: the median for 
weight was between the 50th and 54th 
percentile and the median for height 
between the 45th and 49th percentiles. 
On the other hand, the Shoshone chil- 
dren appear to be considerably smaller 
and also slightly lighter than non-Indian 
children since the median for height fell 
in the 15th to 19th percentile and that 
for weight in the 40th to 4th. In ex- 
amining the sex distribution of this dif- 
ference among the Shoshone children, it 
was found that the majority of those 
falling in the lower percentiles were 
males although the difference in number 
did not appear to be of much significance. 
In summary, then, the Arapahoe Indian 
children appear to be of similar height 
and weight to non-Indian children but 
the Shoshone group are considerably 
shorter and weigh somewhat less than 
their non-Indian counterparts. The pres- 
ently available height and weight growth 
charts should therefore be used with 
some caution; more dependence being 
placed on the individual’s own rate of 
growth than on comparing him with the 


Arapahoe Shoshone 
Both Sexes Both Sexes Both Sexes 
Weight Height Weight Height Weight Height 


14 22 + 8 10 14 


1 - ] - - - 
45 83 21 25 22 55 
50 +E 25 25 24 18 
52 40 27 23 25 17 
23 16 1] 14 12 2 
29 9 15 8 14 ] 


200 192 100 95 97 93 
214 104 107 


45-49 25-29 50-54 45-49 40-44 15-19 


° 
7 Table 2—Number of Children with Specified Height and Weight Percentiles 
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percentile worked out for non-Indian 

children. This would be particularly 

true among the Shoshone Indians. 

Six of the children examined were 

r stated to have been born prematurely 
with an average birth weight of slightly 
over four pounds. No significant rela- 
tionship could be established between 
prematurity and their present growth 
oo |* status or health problems. 
; Medical and dental needs: General— 
Table 3 gives a summary of an undupli- 
cated count of the number of children 
requiring follow-up and the kind of care 
which was indicated. There were only 
13 children who required no follow-up ! 
of any kind. An additional 19 required 
follow-up for either initiation or comple- 
tion of immunizations without need for 
additional care. (Of the 19. there were 
several who also required well-child su- 
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pervision but since this is considered 
essential for all children it was not tabu- 
lated as a specific follow-up need.) There 
were. therefore, 201 children who re- 
quired follow-up of some kind: 19 re- 
; quired immunization only; 24 for dental 
ao - ASS care only; 26 for medical care only, 21 
for both immunization and dental care: 


Para 
sites 


Medical Only 


With 


31 for immunization and medical care: 
58 for dental and medical care: and 
22 for immunization. dental and medical 


tal 


Only 


: care. 
a\F By the types of follow-up required. it 
was determined that 93 children needed 


19 


zation 
Only* 


immunization (the need for smallpox 
vaccination alone is not included in this 


13 


N 
Follow- 
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group); 125 required dental care: and 
137 required some kind of medical care. 
Among the 137 requiring medical care. 
pathogenic parasites (the majority of 
which were intestinal) were the only 
problem in 31 children; medical prob- 
lems in addition to pathogenic parasites 
were present in 28 children; and in 78 
children there were medical problems 
without the presence of parasites. There- 
fore. there were 106 children with medi- 
cal problems exclusive of pathogenic in- 


Total 
14 


asites 
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Total 


Parasites the only 


Table 3—Summary of Numbers of Children (Unduplicated Count) Requiring Follow-up and Kind of Follow-up Care Indicated 
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Medical needs—Table 4 gives in some 
detail the diagnoses which were deter- 
mined through the pediatric examina- 
tion and the history, with the exception 
of diagnoses relating to intestinal para- 
sites and to dental problems. Only those 
diagnoses which require treatment or 
follow-up were recorded here. There 
were 106 children with 178 diagnoses. 
The number one reason for recommend- 
ing medical follow-up was otitis media. 
The majority of these were chronic and 
without perforation. There were 37 
children with either chronic or acute 
otitis media, of whom 13 (35 per cent) 
had a possible. and three (8 per cent) a 
definite hearing loss. The second most 
prevalent problem was visual defects 
which included abnormal vision as well 
as obvious strabismus. There were 19 
orthopedic abnormalities excluding con- 
genital abnormalities of the bones or 
muscles, of which 12 were diagnosed as 
knock-knee and pronated ankles severe 
enough to require treatment. It was of 
interest that among these 214 children 
there was only one congenital dislocation 
of the hip, which had already been cor- 
rected, in contrast with the high pre- 
valence of this congenital abnormality 
among the Navajo Indians. Of the cases 
of congenital heart disease found, there 
was one patent ductus arteriosus which 
had been corrected but there were two 
possible interventricular septal defects. 
There appeared to be a suggestively high 
incidence of convulsive disorders as pre- 
sented by the history, five (2.3 per cent) 
having been noted. Although three of 
these were considered to be “febrile” in 
character. they certainly deserve further 
investigation. Among the metabolic, 
nutritional. or endocrine disorders, there 
were seven children whose obesity was 
severe enough to require some therapy. 
It was also of interest that cryptorchi- 
dism was present in four children. 

There were 16 children who had in- 
fections other than intestinal parasites, 
otitis media, or tonsillitis: seven of these 
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cases were skin infections, all but one 
of which were apparently amenable to 
treatment. Of significance here is the 
low incidence of apparent conjunctivitis 
and possible trachoma. 

The incidence of congenital abnor- 
malities is also of interest in that there 
were seven children with a definite con- 
genital abnormality and two with possi- 
ble congenital heart disease (the findings 
as recorded in the charts lead one to 
believe these were more probable than 
possible cases). Nine children out of 
214 gives an incidence of 4.2 per cent. 

There were 18 “other” positive medi- 
cal findings of varying nature, two of 
these being probable mental retardation. 

The pediatricians were asked to give 
an impression of the intelligence of the 
children at the close of their examina- 
tion. We realize that this may well be 
very inaccurate because of the difference 
in cultural backgrounds, but most of the 
pediatricians made their estimation on 
physical and emotional responses rather 
than on verbal ones. They were asked 
to judge whether the child was low. 
average. or above average. An evalua- 
tion was given for 189 of the 214 chil- 
dren. Of these. 148 were considered 
to be average. 15 above average. and 
16 low. On such a gross evaluation as 
this. these findings would seem to be 
comparable to those found in a non- 
Indian population. It was of interest 
that the distribution by age showed no 
remarkable variation, which lends va- 
lidity to the findings. The distribution 
between tribes and between sexes was 
remarkably similar. 

Although not considered an abnor- 
mality. it was remarkable how few func- 
tional murmurs were noted. Only 14 
were reported, an unusually low 
cidence. It may be observed, however. 
that in one case, although designated 
as a functional murmur with the descrip- 
tion certainly fitting one, the x-ray of 
the heart indicated an abnormal size and 
shape. 
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Table 4—Diagnoses Determined by Pediatric Examination and History (Excepting 
Intestinal Parasites and Dental Problems) Requiring Treatment or Follow-Up (106 
Children with 178 Diagnoses) 


|. Ear and Hearing Problems 64 
Otitis Media 37 - 
With perforation 6 (1 with possible mastoiditis) - 
W /out perforation 22 
With tonsillitis : 
Hearing loss 
Possible 13 
Definite 3 
2. Visual Defects (including myopia, 
strabismus } 23 
Uncorrected 
Corrected but requiring follow-up 
3. Orthopedic abnormalities (other 
than congenital abnormalities) 19 
Knock-knee and pronated ankles 12 ; 
Pronated ankles alone 2 : 
Multiple muscle and bone ab- 
normalities 1 
Spastic quadriplegia (post en- ; 
cephalitic ) 
Tibial torsion and internal ro- 
tation of hip | (with possible postinfection of knee) 
Bowed legs 1 (1% years of age) 
Possible rickets 1 (214 years of age) 


}. Congenital Abnormalities 9 
Congenital heart disease 3 
Definite (patent ductus arteri- 7 
osus ) 1 (corrected) 
Possible (IVSD) 2 
i 
Urinary tract abnormality 2 
Phimosis 1 


Congenital stenosis external 


meatus 


Absence of external auditory 


canal 
Hammer toes 
Syndactylism 
Congenital dislocation of hip 


—— 


(corrected) 


5. Infections (Other than intestinal 
parasites, otitis media with 
and without tonsillitis) 


Skin infections 


w 


Ringworm 
Pyoderma 
Scabies (possible) 
Dermatitis, unknown cause 
Tonsillitis 3 
Possible pulmonary infection 
Possible bronchiectasis 1 
Possible pneumonitis 
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PEDIATRIC EVALUATION OF INDIAN CHILDREN 


Table 4—Diagnoses Determined by Pediatric Examination and History (Excepting 
Intestinal Parasites and Dental Problems) Requiring Treatment or Follow-Up (106 
Children with 178 Diagnoses )—continued 


Infections (Cont.) 


Vaginitis 2 
Conjunctivitis 1 
Urinary infection (possible) ] 


6. Metabolic and/or Nutritional, En- 


(1 with parasites) 


docrine Disorders 16 
Obesity 
Cryptorchidism 4 
Malnutrition 2 
Possible precocious sexual de- 
velopment 1 
Underdeveloped genitalia 1 
Possible prediabetic 1 (see Table 5 on Medical Findings from Charts) 
7. Convulsive Disorders 5 (one 1% years, one 9 years, 3 history of “febrile” ) 
8. Chest X-ray Abnormalities 8 
Possible cardiac abnormality 4 (3 with normal physical findings) 
Possible tuberculosis 3 (1 “urgent follow-up”) 


Mediastinal mass 


Other Abnormalities 
Enuresis 
History of acute rheumatic fever 
Allergic rhinitis 
Probable mental retardation 
Inguinal hernia 
Umbilical hernia 
Ecchymosis 
Emotional immaturity 
Possible premature closure of 
cranial sutures l 
Extremely poor hygiene 1 
Possible ataxia 1 
( 


Functional murmurs 14 


Table 5 indicates some rather interest- 
ing findings which were obtained from 
the histories in the charts and are in 
addition to diagnoses obtained from the 
pediatric examination and history. The 
information related to the child exam- 
ined, and indicated that there were an 
additional six children with a_ history 
of otitis media whose ear drums could 
not be visualized. There were also eight 
children who had had recurrent diarrhea 
significant enough to be noted in the 
chart (most of these required hospitali- 
zation or repeated medical care). 
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(2 very doubtful) 


(1 with hearing loss to be ruled out) 


1 with x-ray abnormality of heart) 


Probably of more interest were medi- 
cal findings in the family history which 
were of significance for the children. 
There were three families in which there 
was a history of the mother having had 
babies of high birth weight (eight lbs 
or over). Since this has been shown to 
indicate a possible prediabetic mother 
and therefore possibly prediabetic chil- 
dren, follow-up is indicated. In another 
family both parents had been diagnosed 
as diabetic and the children, therefore, 
require close follow-up. In two families 
there was a history of rheumatic fever 
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Table 5—Medical Findings Obtained from Histories 
Diagnosis from Pediatric Examination and History) 


History of Significance in the Child Examined: 


Premature 


Malnutrition treated in hospital ........... 


in the Charts (in Addition to 


6 children 


8 children 


History of earaches, running ears, ears not visualized because of cerumen 6 children 


Untreated conjunctivitis 


“Boils” 


History in the Family of Significance to the Children: 


History of mother having babies of high birth weight (8 Ibs or over) 


2 children 


3 families 


(Family No. 39—2 children examined; B.W.: 9 lb and 10 lb 11 0z) 
(Family No. 47—6 children examined; B.W.: 9 lb 15 0z, 8 Ib, 10% Ib. 


over 8 Ib) 
(Family No. 57 


(Family No. 44) 


(Family No. 32) 


5 children examined; B.W.: 11 Ib, 8 Ib, 9 Ib) 


Both parents diabetic, 4 children not checked for diabetes .............. 1 family 


History of rheumatic fever in family ...... 
Mother of 4 children recently treated for rheumatic heart disease 


ll-vear sibling died 1944 of rheumatic fever 


Unusual number of deaths of siblings ...... 
(One with 4, one with 5, not all known causes) 


which appeared to be definite. There 
were three families in which intensive 
prenatal care seemed indicated merely 
from the history: in two families there 
were an unusual number of deaths of 
siblings of the child examined—not all 
of the causes of which were known: in 
another the mother had what appeared 
to be an unusually high perinatal loss, 
due apparently to congenital abnormali- 
ties. It is of interest that in nine out 
of 70 families, examination of the family 
chart alone proved significant in finding 
potential cases for preventive medical 
care. 

Only six of the parent-doctor inter- 
views revealed problems of emotional 
significance—one child was described as 
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Mother with unusually high perinatal losses apparently due to 


Untreated tuberculosis in household with possible or probable exposure .. 4 families 


having “temper tantrums”; one as be- 
ing “nervous” (1114-year-old girl): 
three children from different families 
had enuresis; and one three-year-old 
was described as a “breath holder.” In 
view of some of the apparent family so- 
cial problems this seems remarkably low. 
and may well be due to communication 
based on a one-time contact. 

Dental needs—Table 6 was tabulated 
by a different method than was Table 3 
but indicates a similar number of chil- 
dren requiring dental care, that is 135. 
It is of interest how equally distributed 
these are with respect to both tribe and 
sex. Most of these dental needs were 
related to dental caries, but many nota- 
tions were made of serious malocclusion. 
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Since these examinaticns were done by 
pediatricians and not dentists, the inci- 
dence of malocclusion was not  con- 
sidered valid enough to tabulate. A 
special follow-up program of family den- 
tal care by the Indian Health Service 
on the reservation for these children has 
been remarkably successful. 
Immunization needs—Table 7 indi- 
cates the number of children with a his- 
tory of previous immunization for speci- 
fied diseases by age. The immunization 
of this group of children is alarmingly 
low considering that only 53 per cent 
have had complete DPT immunization 
and only 36 per cent are protected 
against smallpox. This child population 
group is also inadequately protected 
against poliomyelitis (the discrepancy 
between this table and Table 3 is that 
smallpox vaccination alone as a need 
was not considered in Table 3, but the 


Table 6—The Need for Dental Care 
Among Children Given Pediatric Ex- 
aminations, by Tribe and Sex 


Recommendations 
Not Care 
Tribe and Sex Needed Recommended 


Arapahoe 
Total 41 63 
Male 23 29 
Female 18 34 
Shoshone 
Total 38 69 
Male 20 37 
Female 18 32 
Other Tribes 
Total - 3 
Male ~ 
Female 3 


All Tribes 


Total 79 135 
Male 42 66 
Female 36 69 
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need for boosters for DPT was tabu- 
lated). Of particular significance is the 
high number of preschool age children 
with either only partial or lacking DPT 
immunization. 

Intestinal parasitic infections—Exam- 
inations of stool specimens and _ rectal 
tapes were made by an _ experienced 
parasitologist. Two hundred and twelve 
rectal tapes and 70 stool specimens were 
examined; 21.2 per cent of all the chil- 
dren were found to have pinworn ova. 
(This represented 16.5 per cent of the 
Arapahoe children and 23.6 per cent 
of the Shoshone children.) The majority 
of these in both tribes were in the five- 
to-nine-year-age group. The type of 
parasites found by stool analysis is pre- 
sented in Table 8; 20 per cent of the 
children had pathogenic intestinal para- 
sites. The majority of these were among 
children of the Arapahoe tribe. Among 
this group the numbers in the preschool 
age and in the school age groups seemed 
to be equal in contrast to the larger 
number of school age Shoshone children. 

Other laboratory findings —- Hemo- 
globin values were obtained on 199 of 
the children and contrary to what was 
expected, only seven were below ten 
milligrams per cent. The median values 
and the distribution in each tribe by 
sex were essentially the same. 

Hematocrit determinations were done 
on 195 children. The distribution of 
corpuscular value per cent was essen- 
tially normal, with the median value 390 
per cent. Again the distribution by sex 
and between the two tribes was essen- 
tially similar. Only two children were 
found to have abnormal hemoglobin 
type. in both cases hemoglobin-D. They 
were brothers whose racial inheritance 
was considerably mixed with groups 
other than Indian, so that the signifi- 
cance of the finding is doubtful.* 


* By Dr. John H. Githens, associate profes- 
sor, and Dr. Henry Knock, former research 
fellow, University of Colorado Department of 
Pediatrics. 
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Table 7—Number of Children with History of Previous Immunization for Specified 


Diseases by Age 


Less than 
lyear | 2 } } 


Kind of 


Immunization 


DPI 
Completed ] 3 3 5 7 
Partial 2 « t 2 
Not done + 3 


Smallpox 
Done 


Not done 


Poliomyelitis 

Completed 0 
Partial 0 2 
Not done 


Rocky Mountain 
Spotted Fever 
Done 


Not done 


Serum values obtained by 
electrophoresis on these children showed 
a remarkable similarity, although there 


were a few significant deviations. How- 


protein 


ever. more normal values must be ob- 
tained before conclusions relating the 
serum protein values and infections can 
he reached. The results of this study are 
to be published later.* 
Table 4 showed the 
chest x-rays. There were eight apparent 
found. three of which 
were possible tuberculosis (one of these 


results of the 
abnormalities 


was considered to be severe enough for 
“urgent follow-up”). four were consid- 
ered to have possible cardiae abnor- 
malities although three of these had 
normal physical findings (one of these 
was the case, whe, on physical examina- 
tion, was said to have had a “functional 
murmur’). One child showed a medi- 


astinal mass. 


* By Dr. Donough O'Brien, assistant profes- 
sor, University of Colorado Department of 
Pediatrics. 


All 
6 7 8 9 10 #11 12 Ages 


15 0 15 15 1 7 114 
2 6 5 5 t 0 5 2 48 
+ 


6 5 10 6 12 18 10 2 72 
+ 1 10 6 6 7 6 5 69 


Summary and Recommendations 


The cooperation of the Indian fami- 
lies and children of the Wind River In- 
dian Reservation was remarkably good. 
Their eagerness for pediatric evalua- 
tions was evidenced by the response to 
the services offered. 

In general, their problems seemed to 
be similar to those of non-Indian groups 
One of 
their great needs is assistance with their 
social problems. Despite the high pre- 
valence of such difficulties, there were 
fewer emotional problems in the children 
as described by the parents than one 
It is possible, however. 


of similar socioeconomic status. 


might expect. 
that more intensive medical social work 
with these families will bring out prob- 
lems which were not evident during 
these evaluations. 

One of the greatest needs of this group 
of children is dental care. This is true 
in spite of the fact that dental care has 
been available to them for some time 
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in the clinic on the reservation. Prob- 
ably, as with non-Indian families, what 
is necessary is education on the need for 
early and frequent dentai care with 
much emphasis on prevention of dental 
caries. (The high potential for success 
has been borne out by the current dental 
care follow-up program.) The next 
most pressing problem appears to be 
that of well-child supervision evi- 
denced by the low level of immunization 
of the population. The hemoglobin and 
hematocrit determinations would indi- 
cate that the nutritional status of these 
children is fairly good. It would be 
helpful to have some indication of the 
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ascorbic acid levels among these children 
because of the high incidence of upper 
respiratory infections. The serum pro- 
tein findings may, in the future, prove 


to be very pertinent to this. Abnormal 


hemoglobin types do not appear to oc- 
cur to any significant degree in these 
tribes. 

The greatest medical need concerns 
the large number of cases of otitis 
media. This is no doubt dependent on 
the prevention and prompt treatment of 
upper respiratory infections, which in 
turn involves health education regarding 
the need for early treatment of such 
illness. As already indicated, a more 


Table 8—Type of Parasites Found by Stool Analysis—Total Specimens Examined and 


All Ages Age Group 
Tribe Number Percent Underl 1-4 5-9 10-14 
Total Specimens Examined 70 100.0 5 20 29 16 
Pathogenic Parasites 14 20.0 1 7 6 - 
Endamoeba histolytica 3 1 2 - 
Giardia lamblia ll 1 6 4 - 
Nonpathogenic Parasites 17 24.3 - 6 5 6 
Endamoeba coli 10 - 4 3 3 
Endolimax nana 4 - 1 1 2 
Chilomastix mesnili 2 - 1 - 1 
lodamoeba buetschlii 1 


Arapahoe—Specimens Examined 


Pathogenic Parasites 12 
Endamoeba histolytica 3 
Giardia lamblia 9 

Nonpathogenic Parasites 12 
Endamoeba coli 
Endolimax nana 4 
Chilomastix mesnili 1 


Shoshone—Specimens Examined 
Pathogenic Parasites 
Giardia lamblia 
Nonpathogenic Parasites 
Endamoeba coli 
Chilomastix mesnili 


Todamoeba buetschlii 
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Table 9—Hemoglobin Values, by Age* 


Number 
Below 

Age in Number 10 mg 
Years Tested Per cent 
Less than | year 10 ] 

] 9 3 

2 1] 

3 13 

14 

6 18 l 

- 

8 18 

9 20 

10 18 

21 ] 

12 13 
All Ages 199 7 
Nowe: Blood pressure was taken on 183 of the 214 

childrer None ere found to be abnormal. 

* The listribution was essentially the same in each 


the ar for each sex 


detailed analysis of nutritional status 
may be of significance in the incidence 
of these infections. 

Visual defects which are uncorrected 
are also relatively high and probably 
require more emphasis on the preschool- 
age period. 

The high incidence of pathogenic 
parasitic infection requires special atten- 
tion particularly because of its secondary 
effects on nutrition and the effect on the 
potential for growth in children. 

In general. the children appear to be 
somewhat shorter than their non-Indian 
counterparts. This is particularly evi- 


Dr. Perkins and Miss Church are regional medical director and regional 


dent among the Shoshones who are 
slightly lighter and considerably shorter 
than non-Indian children. This would 
indicate that individualization of growth 
history will be necessary until such time 
as some comparable findings are made 
for the individual tribal height and 
weight growth curves. 

Time spent in reviewing previous 
medical. nursing. and social service find- 
ings is a valuable and productive prel- 
ude to evaluation as well as a good case- 
finding method for preventive medical 
care. 

This method of selecting children for 
a sample appears to be excellent. Simi- 
larly. the method of obtaining accept- 
ance and cooperation of the Indian fami- 
lies is a successful one. The method of 
obtaining an overview of the problems 
of the Indian groups is also productive. 
It may be that. by offering similar com- 
plete evaluation and follow-up services 
to other groups, entree can be gained to 
adults for determination of their prob- 
lems and for enlisting their cooperation 
in health programs. 
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A study was carried out with a group of Indian children to see whether 


prophylaxis of otitis media could be instituted. A long-acting 


sulfonamide and the results of this pilot demonstration 


are reported below. Some aspects of a more precise 


INDIAN POPULATION 


PHN. 


7 LARGE NUMBER of draining ears 
and earaches in Indian children 
caused us to seek a prophylactic. It 
seemed that a sulfa drug would be the 
most satisfactory. We believed that Sul- 
famethoxypyridazine. a long-acting sulfa 
drug manufactured by Lederle Labora- 
tories under the trade name of Kynex 
would be acceptable.!| The Lederle Lab- 
oratories furnished the drug and assisted 
in suggestions for dosage. The Research 
Laboratory of the Montana Deaconess 
Hospital of Great Falls, under the direc- 
tion of Dr. Ernst Eichwald. ran_ the 
blood sulfa determinations and bacterial 
sensitivity tests; the Montana State 
Board of Health Laboratory, under 
Edith Kuhns, also did some of the sen- 
sitivity tests. 

It was decided to give Sulfamethoxy- 
pyridazine to all children who had not 
reached their 11th birthday by Novem- 
ber 1. 1957. It was planned to give it 
from that date until June 1, 1958. Actu- 
ally, two were included who were 11 
shortly before that date. A history of 
draining ears or earaches in previous 
years was taken. In the Montana cli- 
mate earaches of short duration. which 
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study design are discussed by the authors. 


PROPHYLAXIS FOR OTITIS MEDIA IN AN 


Paul R. Ensign. M.D.. M.P.H., F.A.P.H.A.: Edward M. Urbanich. M.D.: and Mabel Moran, 


are not considered to be otitis media. 
occur due to exposure to cold. To rule 
out this condition, an earache was de- 
fined as one which lasted all night. Here 
otitis media is used to denote an infec- 
tion of the middle ear, resulting either 
in draining ears or in an earache of one 
night’s duration. 

The small number of children and 
the uncertainty of how many would 
carry out the program made a control 
program unfeasible. It was felt. how- 
ever, that other patients on the welfare 
medical rolls or those who did not con- 
tinue the medication could constitute a 
control group. A questionnaire was filled 
out on 130 non-Indian children of the 
same age group who were on the wel- 
fare medical rolls to serve as a control 
group. Although the incidence of drain- 
ing ears in the control group was one- 
third less prior to the study year, it 
was felt that this would not detract from 
the value of the control group as long 
as this was kept in mind. 

Since many of the Indian population 
were on the medical welfare pro- 
gram, these groups are somewhat com- 
parable. 


& 
’ 


The following dosage was used Mon- 
day. Wednesday, and Friday: 


Weight Syrup 
Pounds Tablet Teaspoon 
20- 40 

60 

80 1% 


Less than 20 Ibs 


4 tsp. twice a week 


Although it was known to err on the 
low side, for the sake of safety, it was 
hoped that it was sufficient to maintain 
blood sulfa levels of 5 to 15 mg per cent 
as total sulfa. 


Results 


Phe public health nurse in the district 
became seriously ill and was ineapaci- 
tated after April 25. so the program 
ended five weeks earlier than was origi- 
nally planned. 

One hundred and twenty-four children 
Ninety-five of these 
had not had draining ears previous to 


were in the study. 


the study. Twenty-nine. or 23 per cent 
had had draining ears previously, while 
11.6 per cent of the control group had 
not previously had such a condition. It 
seemed logical to divide the study group 
into two parts; viz. (A) without previous 
draining ears, and (B) with previous 
Of the 95 without drain- 
ing ears previously. four moved and 
could not be followed. 

A. Of 91 without previous draining 
ears W ho could be followed (see chart iE: 


draining ears. 


Thirty-four or 37 per cent took the medication 
regularly until April 25. None had draining 
ears or earaches.* 

Fifteen took the medication irregularly.+ There 
were none with draining ears and one with 
an earache, or about 7 per cent. (The latter 
child very seldom took it; in fact so seldom 


* This includes four who were out of medi- 
cation for eight days, but took it conscien- 
tiously before and after this period. 

+ Those who continued to take the medica- 
tion occasionally throughout the program, and 
did not go without the medication more than 
two weeks 


that we considered placing him in the group 

not taking the medication.) 

Thirty-six stopped medication before April 25, 
There were two with draining ears and six 
with earaches, or 22 per cent with some 
type of otitis media; but none occurred 
less than two weeks after stopping. 

Six did not take the medication at all. Two 

had draining ears, or 33 per cent. 


In the control group, of those without 
previous draining ears, 7.2 per cent had 
draining ears this year (1958). 

B. Of the 29, in the study group, with 
draining ears in previous years, 16 had 
had several repeated draining ears and 
four had them in two different years. 
Nine had draining ears in only one year. 
but five of these were less than two years 
old, so there was no opportunity for the 
experience of a second winter. The re- 
sults this year (1958) are as follows: 


Eighteen took the medication regularly; 15 
had no otitis media this year; three had 
drums that had been destroyed or mutilated. 
and a chronic mixed infection. (Mothers 
reported an improvement over previous 
years. 

Three took medication irregularly, none with 
draining ears, or earaches. 

Seven stopped medication before April 25. 
There were three with draining ears, one of 
whom had no ear drum. There were two 
with earaches; one of these took the medi- 
cation only when the ear ached, not other- 
wise. All symptoms in this group occurred 
several weeks after medication was stopped. 

One did not take medication and had no 
otitis media this winter. In the study group 
14 per cent of those with draining ears pre- 
viously had them this year, compared to 63 
per cent in the control group. 


If we then consider the 19 who had 
otitis media this year (1958), we find: 


Three took Sulfamethoxypyridazine regularly. 
All three had previously mutilated or de- 
stroyed drums, showed mixed _ infections, 
and had had continuous drainage most ot 
their lives. One of these had drainage less- 
ened in amount, one had one earache and 
was fretful, and one pulled at her ears 
which had a foul odor, but no visible drain- 
age. All three were small children who 
had had rather severe lead poisoning the 
previous spring. The family of the two 
children without drainage had not been 
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completely deleaded, and adult members and a mixed infection, as well as a previous 
complained of severe muscle and _ gastro- lead poisoning. 
intestinal pains. This condition rather than Five stopped taking the medication two to 
the ear could have caused the irritability. several weeks prior to the onset of draining 
One took the medication irregularly and had ears; three had had drainage previously. 
earaches but no drainage. Two did not take the medication at all; 
Thirteen stopped taking medication from two neither had had draining ears previously. 
to several weeks prior to the onset of otitis Of the eleven who had earaches only: 
media. Five of the 13 had draining ears. Two took the medication regularly. They had 
Eight simply had earaches. Three of the mixed infections, mutilated drums, and had 
five with draining ears had had them in had previous lead poisoning. One had one 
previous years, one of whom had previously earache. The cases were doubtful because 
destroyed drums. symptoms may have been due to incom- 
Two took no medication and had draining pletely treated lead poisoning. 
ears. One took the medication irregularly; it was 
noted as “very seldom,” and possibly should 
Breaking this down further into eight have been in another group. 
who had draining ears and 11 who had Eight stopped taking the medication. One of 


these took it only when he had earaches and 
possibly should have been placed in the 


earaches. we find: 


Of the eight who had a draining ear this year group that was not taking medication. Since 
(1958): he had had draining ears previously, one 
One took Sulfamethoxypyridazine regularly, might surmise that the medication prevented 


but had both drums destroyed previously the drainage. 


Table 1—Prophylaxis for Otitis Media in an Indian Population 


Those Without Draining Ears in Previous Years 


Otitis Media This Year Earache Only Draining Ear 


Groups No. Per cent No. Percent. No. Percent No. Percent 


Total Study Group 91 100 11 


Took regularly 0 0 0 0 0 
Took irregularly 15 16 1 7 ] 7 0 0 
Stopped taking 36 10 8 22 6 17 2 5 
Did not take 2 0 2 


Control Group 


Those with Draining Ears in Previous Years 
Gr 


Otitis Media This Year Earache Only Draining Ear 
Groups No. Per cent No. Percent No. Percent No. Per cent 
Total Study Group 29 100 8 28 1 14 4 14 
Took regularly 18 62 3 17 2 11 ] 6 
Took irregularly 3 16 0 0 0 0 0 
Stopped taking 7 24 5 71 2 28 3 43 
Did not take ] 3 0 0 0 0 0 
Control Group 19 100 12 63 0 0 12 63 
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In addition to the statistical data, 
there are related incidents which should 
be mentioned. The Welfare Medical 
Service and two of the otologists in Great 
Falls reported a greater incidence of 
otitis media in the rest of the popula- 
tion than they had seen in several years. 

Fairly early in the winter the Medical 
Welfare Service noticed an improvement 
in Indian health conditions. In previous 
years. Indian medical care had con- 
sumed the major part of the medical 
funds. During this winter, Indian medi- 
cal care was only a negligible part of the 
total Welfare Medical Service load. The 
Service reported that not nearly as many 
Indian children were coming to their 
outpatient clinics for ear infections as 
there had been in years before. 

In one family of six children, the old- 
est child was over the age limit for the 
program, and, through a misunderstand- 
ing. the youngest child, an infant. was 
not placed on the medication. In this 
family the oldest boy and the infant 
developed a draining ear, but none of 
the other four children had an earache. 
The infant was placed on Sulfamethoxy- 
pyridazine immediately: afterwards it 
had no more trouble. 

Some of the comments of the mothers 
were very enthusiastic. The mother of 
one child who had had a draining ear 
several times a year almost the year 
around stated. “The running ear cleared 
up within two weeks after the medica- 
tion given and he has had no trouble 
since.” Another commented. “He has 
taken Kynex all winter and has not been 
sick.” The mother of a 15-month-old 
youngster whose four siblings had _ all 
had earaches commented, “Has been 
taking Kynex all winter and has had no 
earaches.” 

There are some areas in which there 
may have been errors which we should 
point out. First, had this been a better 
controlled program, we should have 
made only one change. which would 
have been the establishment of the Sul- 


famethoxypyridazine program. However. 
with the usual zeal of public health per- 
sons, several other health programs had 
been started in the Indian population six 
or seven months prior to this program 
and were still being carried on. Some of 
these programs were Child Health Con- 
ferences, health education on nutrition 
and tuberculosis. improvement of the 
water supply, and a discovery of about 
25 children and several adults with lead 
poisoning due to the burning of battery 
boxes. These programs may have had 
some effect in reducing the incidence of 
ear infections, but probably not as great 
as the medication itself. 

Second, there was one failure in that 
only 43 per cent of the persons con- 
tinued the medication until the end of 
the program. Part of this was due to 
our inability to lighten the load of the 
nurse working on this particular project. 
so that she not only had people with 
different customs and a new project. but 
also a district as large as any of the 
other nurses. If we were to repeat this. 
it is possible that the nursing load could 
be reduced. We would also carry on 
group education among the school-age 
children. 

Third. we would more carefully de- 
termine the blood levels and the mini- 
mum dosage that might be given. The 
blood sulfa levels which we obtained 
were generally very much lower than 
we expected. Only a few determinations 
were made and the chief concern was 
to see that the levels were not too high. 
Instead of achieving levels between 5 
and 15 mg per cent total sulfa. we found 
levels closer to 2 mg or even less. It 
may he that this small amount is all 
that is necessary to prevent otitis media. 
This is something to be investigated 
further. 

Fourth, we purposely did not use con- 
trols among the Indian population. If 
this program is repeated, we hope it will 
be possible to obtain such controls. The 
Indian mothers who participated in this 
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program have been so enthusiastic about 
the results that they probably could not 
be persuaded to have their children 
serve as controls. There are a few In- 
dians living in other parts of the city 
who might serve as controls. However, 
the Medical Welfare Service which has 
been watching the results, has become so 
convinced that it is considering placing 
all of its clientele on such a program 
next year, so it may not be possible to 
obtain controls in that group. 

Throughout this study. one point was 
stressed which should not be overlooked. 
The use of the medication was not al- 
lowed to substitute for an adenoidectomy 
to prevent otitis media if such surgery 
was indicated. The one difficulty is that 
there seems to be much disagreement 
among experts as to when an adenoidec- 
tomy is indicated. 

No toxic effects of Sulfamethoxypyrid- 
azine were observed in the dosage used. 


Summary 


A study was made of the prophylaxis 
of otitis media through the widespread 
use of Sulfamethoxypyridazine (Kynex). 

In children who had not had draining 
ears previously it was shown to be com- 
pletely successful if taken regularly ac- 


PROPHYLAXIS FOR OTITIS MEDIA 


cording to the dosage schedule used. 
None of the study group who took the 
medication regularly had earaches or 
draining ears, but 12.6 per cent of the 
control group without previous draining 
ears had otitis media this year. 

It was shown to be successful in pre- 
venting otitis media in children who had 
had draining ears, provided the drums 
had healed. 

In children where the drums were 
destroyed or badly mutilated it is less 
successful, but has proved valuable in a 
small number of cases in suppressing 
drainage. 

Although the study group had had 
one and a half times as many children 
with draining ears in previous years as 
the control group. in the year the study 
was done the entire study group, 
whether or not they took the medication 
regularly, had only 6.6 per cent (8 of 
120) with draining ears, while the con- 
trol group had 15 per cent (20 of 130). 

Sulfamethoxypyridazine should not be 
used as a substitute for an adenoidec- 
tomy when one is indicated. 
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It is not often that history is recorded as it is made. All the more welcome 


is the following review of the development of the cleft palate team, which 


He story of the Cleft Palate Team 
Ti not an easy one to tell because 
we cannot find references in the litera- 
ture to many important events. Also. 
we write necessarily in terms of the 
prejudices and knowledge that we have. 
This story cannot be put together like 
the interlocking picture puzzles, which 
are complete units once the various parts 
are all put into their proper places. 

We believe that a number of factors 
originally not related to each other have 
over a period of years brought their 
influences to bear so as to produce what 
is now rather familiarly called the Cleft 
Palate Team. Let us not delude our- 
selves into believing that this team is 
a single kind of apparatus which has 
only one form or even one way of op- 
erating. It is more akin to the modern 
automobile. which is now produced in 
a variety of shapes, sizes, and colors. 

About 1930 we can note at least four 
factors which together or separately have 
had a notable influence toward produc- 
ing changes in the care of people with 
cleft palates. Probably. some others 
might he found. The factors are: 


1. the concept of the whole child, 
2. the study and application of knowledge 


about growth and development, 

3. the inadequacies arising out of the rigid 
compartmentalization developing specialty 
medical practice, and 

4. the use of the team to deal with complex 
medical problems. 


records information which is otherwise difficult to get together. 


THE CLEFT PALATE TEAM—A HISTORICAL REVIEW 


Herbert R. Kobes. M.D., and Samuel Pruzansky. D.D.S. 


The 1930 White House Conference 
developed the first two to a great extent. 
These are closely interrelated as are also 
the second two. As we proceed to point 


out some of the historical highlights of 
approximately the last three decades. 
let us keep these four factors in the 
hack of our minds so that from time to 
time we may recall their influence. 

Let us dwell for a moment on the 
hias referred to above. A_ picture of 
bias or provincial type of attitude can 
be gained by quickly glancing at the 
list of bibliographical references 
tached to several papers on the same 
subject coming from different centers 
located in different parts of the country. 
There is usually a pattern of references 
which build up the writer's own phil- 
osophy and a complete omission of ref- 
erences to other but equally well-known 
authorities, This is noteworthy in the 
papers written by the leaders in the 
field of the cleft palate anomaly. One's 
experience and prejudice influence the 
writing of even scientific papers. 

Another factor to which we may point 
is that reference is most commonly made 
to the particular specialized journals 
which are close to the writer, while 
omissions are notably from the fields 
remote from his dominant interest. Note. 
for instance, in the cleft palate field the 
frequency of referrals to dental papers 
hy the dentists and an almost complete 
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absence of such references by many of 
the surgeons. The speech field is fortu- 
nate in that both the dental and surgical 
fields refer to the speech literature. An- 
other form of provincialism is geo- 
graphic. One notes lack of reference 
to papers emanating from writers work- 
ing in a distant area. Chicago papers 
do not seem to be known to those who 
write in the East Coast area and the 
reverse is also true. We mention these 
factors because they had a real, though 
often poorly recognized, effect on the 
development of current thinking and ac- 
tion in the cleft palate field. 

The passage of the Social Security 
Act in 1935 gave impetus to a nation- 
wide interest in the care of children with 
clefts. Through Part II of Title V_ of 
this act, Crippled Children’s Programs 
were set up in all the states and terri- 
tories. Of course, many states had such 
programs before 1935, but the pattern 
in that year was one which made medi- 
cal care and related services widely 


available to children with orthopedic dif- 


ficulties. For a number of years, Dr. 
Herbert Cooper’ carried on a vigorous 
crusade in Pennsylvania to include chil- 
dren with cleft palates among the ortho- 
pedie group. It was his contention that 
the Crippled Children’s Programs de- 
liberately omitted care to children whose 
problems were located anatomically in 
the head. We believe that for a number 
of years he was not aware of the fact 
that. outside of Pennsylvania, the child 
with cleft lip and palate deformity was 
getting the best type of care then avail- 
able through the Crippled Children’s 
Programs. In 1938 at Lancaster. Dr. 
Cooper established the first recognized 
Cleft Palate Clinic in this country, and 
through his activities there he convinced 
his legislative assembly to pass an act 
with appropriations making it possible 
to extend the Cleft Palate Program widely 
throughout Pennsylvania.” 
Pennsylvania was the area in which 
much happened that influenced the pat- 


FEBRUARY, 1960 


CLEFT PALATE TEAM 


tern of action in our present field of 
interest. There in the early 1930’s we 
first became aware of the activities of 
a man trained in speech and psychology, 
Dr. Herbert Koepp-Baker. After work 
on the speech problems of adults with 
cleft palate at Vienna, he became direc- 
tor of the Speech Clinic at Pennsylvania 
State College. He soon set up a rela- 
tionship with the cleft palate prosthesis 
activity going on under the direction of 
Dr. Cloyd S. Harkins working at nearby 
Osceola Mills. Working together. these 
two men began an activity which had 
a great influence on the present situa- 
tion. A direct result of their collabora- 
tion together was the foundation of the 
American Academy of Cleft Palate 
Prosthesis at Harrisburg, Pa.. on April 
1, 1943. That year, Dr. Linwood Grace, 
as chief of the Dental Division of the 
Department of Health in Pennsylvania 
sponsored a course for construction of 
speech appliances for children with cleft 
palates. Six years later, through recog- 
nition that a broader point of view was 
necessary, the academy was reorganized, 
the basis of membership was broadened, 
and it was renamed The American As- 
sociation of Cleft Palate Rehabilitation. 
This change represented a shift in the 
emphasis from prosthesis in cleft palate 
work to an interest in the person with 
the anomaly, and is related to one of 
our background factors—the whole-child 
concept. 

Let us look at the problems that beset 
the directors of State Programs for 
Crippled Children for several decades. 
In most areas the surgeon completely 
dominated the planning for the care of 
the child with the cleft palate deformity. 
He decided when and how to operate, 
and made decisions concerning the tim- 
ing of and advisability for care which 
was to be given by others. Often this 
was done using the poorest forms of 
communication. The parents were fre- 
quently told what the next steps were 
and were then left to their own devices 
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to contact the next consultant. Fortunate 
indeed were those children and their 
parents who received care through med- 
ical administrative agencies because this 
focused on someone the need to do a bit 
of correlating. Our own medical school 
training emphasized the role of surgery 
as being the most important facet of 
cleft palate care. The problems of speech 
and the variabilities of dental care came 
into our thinking largely through the 
study of problems besetting the crippled 
children who came our way. 

About the same time that Dr. Cooper 
organized his clinic, an event occurred 
in Maine. which had little significance 
at the time other than representing a 
way to get things done that needed 
doing. We had been providing care to 
children with clefts through plastic sur- 
geons and others and. if by chance. 
recommendations for orthodontia were 
made in older children. services were 
sought for them. Speer h problems were 
present too, but resources were almost 
nonexistent. Chance played our 
hands favorably when Dr. James Mabie. 
a maxillofacial surgeon. and Dr. Albert 
MacDougal. an orthodontist. jointly es- 
tablished an office at Bangor. We seized 
upon this opportunity to bring about 
correlation of activities for a few chil- 
dren by having these two men see the 
children together to work out a good 
plan for care. Soon, thereafter. was 
suggested that some of the children 
might have a short period of resident 
speech therapy service at the University 
of Maine which was nearby. Thus. a 
few children began to get services. in 
a more or less integrated manner, for 
the three principal aspects of care. The 
whole child. we hope. was provided for 
through the Crippled Children’s Clinic 
activities and the child care aspects of 
the local public health nurse’s visits. At 
that time we were essentially isolated 
workers in an area which had the aver- 
age medical and related services to be 
found in a highly rural state. 


The next step in our personal view 
of this matter came in April, 1946, when 
the Division of Services for Crippled 
Children of the University of Illinois 
called together many authorities in the 
cleft. palate field who rendered service 
to our crippled children in the state and 
in St. Louis. Mo. Our supervisory staff 
representing the fields of pediatrics. 
speech and hearing. nursing. and medi- 
cal social service had noted the many 
inadequacies in the method of getting 
care which was in vogue at the time. 
They felt that a conference with the 
specialists whom our program used 
would furnish a sound way to point out 
means of improving the program. Al- 
most all the surgeons whom we utilized 
attended along with people in the fields 
of pediatrics, dentistry, and speech. 
Everyone was given an opportunity to 
present his views and practices. Con- 
troversy raged but as the proceedings 
of the meeting show. this session pro- 
duced recommendations that — studies 
should be made using our wealth of 
clinical material to learn what constitutes 
a good program. We had also been im- 
pressed with the fact that in any pro- 
gram of medical care which is of long 
duration and involves many professional 
disciplines, it would be advantageous to 
both the patient and the professional 
workers for various people to see the 
child and his problem from the begin- 
ning when certain people could render 
specific professional services rather than 
at times arbitrarily chosen. In 1946 the 
Illinois program began to have patients 
seen by pediatricians. orthodontists. sur- 
geons, speech pathologists. and public 
health nurses from the earliest possible 
time in the life of the baby. The nurse 
was usually first in the picture because 
she saw the baby in the home.  Allto- 
gether too often she, in doing her well- 
haby inspection, may have been the first 
to discover a cleft of the palate. 

We felt that the orthodontist should 
have an opportunity to study the child 
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before any surgery was done, and that 
a speech worker should also see the 
patient early to get impressions concern- 
ing the deformity, both as to anatomy 
and physiology. No one told the sur- 
geon what to do other than that we 
wanted him to see the baby as early as 
possible to enable him to discuss the 
problem of care with the parents. We 
usually placed in the hands of our speech 
people the responsibility to interpret, in 
very general terms, a picture of what 
lay ahead. We would bring into the 
discussion the roles that various profes- 
sional people might play. We still em- 
ploy this method of starting early to 
get into the natural history of the cleft 
lip and palate problem, and we believe 
that it represents an excellent way of 
bringing people together. It also gives 
parents a feeling of comfort that pro- 
fessional people are working to provide 
the best care for their child. 

Of course, we now have cleft palate 
teams in medical or dental 
which improve our total service. The 
first of those available to us was the 
one in’ the Northwestern University 
School of Dentistry. Four others, in- 
cluding the Training Program at the 
University of Illinois, are now available. 
Even with these seemingly large re- 


centers, 


sources, we cannot send all of our pa- 
tients through a diagnostic and evaluat- 
ing team but must, through our public 
health administrative talents per- 
sonnel, attempt to correlate the activities 
for our patients. Approximately half of 
our patients are handled each way. 

Let us turn back to the Children’s 
Bureau and its interests. These have 
usually mirrored the local interests of 
the states. Traditionally. the Children’s 
Bureau has been interested in quality 
and standards of care. Included in this 
is an interest in training people, if 
enough professionally educated and ex- 
perienced people are not available to 
render the care brought to the attention 
of the state programs. Dr. A. L. Van 
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Horn who headed the crippled children’s 
activity in the Children’s Bureau in the 
midforties. was interested in the think- 
ing of the American Academy of Cleft 
Palate Prosthesis and had Dr. John T. 
Fulton, dental services advisor. attend 
The bureau wished to 


the meetings. 
develop a training center devoted to the 


cleft’ palate problem and, consequently, 
in 1917 at an advisory conference on 
orthodontics this matter was placed on 
the agenda. largely through the efforts 
of one member of the committee. Dr. 
Cooper. The need for training in the 
team approach was voiced. A document 
entitled Principles for a 
Training Program in Care of Children 
with Cleft Palates” was developed 
through the Program Planning Section 
of the bureau. This section was headed 
at that time by Dr. Samuel Wishik.* 

This document plus the availability 
of special training funds which had 
heen made available through Reserve 
Fund B in the grants-in-aid program 
made it possible for the bureau to search 
for a state that would be both able and 
willing to handle the problem. Eventu- 
ally in May, 1918. the Children’s Bureau 
representative and the director of the 
Division of Services for Crippled Chil- 
dren in Illinois came to an agreement 
that the idea seemed worth pursuing. 
At the University of Illinois, the College 
of Medicine, the College of Dentistry. 
and the Division of Services for Crippled 
Children are all under the same admin- 
istrative head, the vice-president in 
charge of the Chicago Professional Col- 
leges. He was Dr. Andrew C. Ivy, and 
the opportunity for teaching. research, 
and service through the training pro- 
gram seemed attractive. In 1919 the 
program actually got under way under 
the direction of Dr. Herbert Koepp- 
Baker. 

By this time, teams for cleft palate 
care were not new. There were many 
scattered throughout the country, often 
set up through the stimulus furnished by 
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a Crippled Children’s Division. The 
unique attribute of the University of 
Illinois program was that it was pri- 
marily a training program, which was 
designed to provide additional training 
to specialists, to promote fuller knowl- 
edge about all aspects of the problems 
of the person with a cleft palate, and 
by utilizing the service cases that re- 
ceived care to develop a research pro- 
gram which would point the way toward 
the problems and methods of the fu- 
ture." 

This Cleft Palate Training Program 
taught the University of Illinois a great 
deal. It pointed out the necessity for 
cutting across department and even col- 
lege lines if the answers to the complex 
problems brought to professional and 
lay people by the cleft palate deformity 
were to be understood and handled well. 
It taught people who had not been ac- 
customed to work together how to do 
so. It taught individuals to respect the 
knowledge and competence of others. 
The sharp lines of demarcation between 
specialties that had been set up during 
the past several decades were found to 
he artificial and to hamper community 
thinking. People had almost been trained 
to not work together. Dr. Baker very 
aptly defined what a team is not when 
he said, “A team is not merely an aggre- 
gation of specialists who are in the same 
room at the same time. A team must 
have the ‘quality of organism.”® A 
unique opportunity for group process is 
presented. Individuals contribute, learn, 
add to their knowledge, and discard old 
ideas. : 

It has been found that a chief deter- 
rent to harmonious teamwork comes out 
of the professional jargon which differ- 
ent specialties have developed. A com- 
mon and easily understood language 
must be developed by the team members 
if exchanges of ideas are to take place.® 
In the final development of the team, 
the various members learn to think like 
the other members and acquire bodies 
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of knowledge outside of the field of their 
basic training. Pediatricians learn to 
think like dentists, and surgeons know 
what the speech people are talking 
about. While there has to be leadership 
of the team, there cannot be a boss in 
the commonly accepted terminology, be- 
cause if the team is to live and prosper 
each member's voice and opinion is of 
equal importance to that of the others. 
It is the group as a whole that makes 
the judgment as to what, when and 
where things should be done. Dr. Baker 
points out that the role of the leader or 
director of the team can most aptly be 
called the “spark plug”® without whose 
effects the cylinders representing the 
team members cannot fire and get the 
mechanism going. 

At the University of Illinois the pro- 
gram has been in operation nearly a 
decade, and in its research files there 
are available growth and development 
records showing the course of events that 
occurred. The background for this work 
can be found in the pioneering studies 
of Broadbent. Brodie, and numerous 
others.75 Some children have medical 
and dental evaluations almost from the 
day of birth. These include, in addition 
to the usual history and physical exami- 
nations, regulation photographic x-ray 
cephalometric evaluations, and_ plaster 
models of the face and mouth. Children 
are seen periodically until their dis- 
charge from the clinic, perhaps twenty 
years after they were first seen. Oppor- 
tunities for varied aspects of research 
are available to all kinds of specialists. 
many of whom have already made nota- 
ble contributions increasing and improv- 
ing knowledge about cleft palates. 

Throughout, it is the child, not the 
deformity, that is the main concern of 
the team. They bend their efforts to 
make services available so that the child 
who comes to them with a deformity 
may go into adult life as an improved 
individual; one who can hold his own 
with any normal person. To do this he 
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must look well. talk well. and react well 
both emotionally and socially; he must 
be able to contribute to his community. 

Currently. the Training Program is 
under the leadership of Dr. Edward F. 
Lis. a member of the Department of 
Pediatrics. Further, it is but a unit of 


a larger activity called the Center for 


Handicapped Children. Here studies 
can be made of children with multiple 
handicaps particularly, and the case ma- 
terial serves as a reservoir for teaching 
students in medicine, dentistry, nursing, 
occupational therapy. and social work. 
There are several patterns for teach- 
ing groups other than those in the under- 
graduate fields mentioned above. Resi- 
dents and interns in any of the profes- 
sional disciplines may improve their 
knowledge in the field through the train- 
ing program. Short courses may be 
given once or twice a year to approxi- 
mately 20-30 professional people who 
wish to improve their knowledge in the 
cleft palate field. This opportunity is 
sought especially by individuals and 
members of agencies who wish to ex- 
plore the possibilities of teamwork in 
their own areas. instructional 
situations, lasting a year or more, have 
heen available for those who wish inten- 
sive experience to improve their knowl- 
edge and technics. The latter opportuni- 
ties have been largely in the specialized 
dental fields. In addition. a small team, 
usually of four members of the group, 
have gone to various states to give what 
amounts to a short two to three day 
course in modern knowledge about and 
services for children with cleft palates. 
By our own practice, we attest to the 
fact that teams cannot meet all the needs 
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of people with cleft palates. In certain 
areas the climate is just not suitable for 
establishing teamwork situations. We do 
feel. however, that public health does 
have a role to play. By administrative 
activities we make possible the integra- 
tion of clinical and related activities 
carried out in the interest of the child 
with the cleft palate anomaly. Its end 
should be to insure that adequate. high 
quality services are available at the 
right time, so that all the needs for 
habilitation of the child are met. 

Much has happened in the past 30 
years to improve the lot of a certain 
group of handicapped children—those 
with cleft lips or palates. Much that 
has happened has been by design, but 
chance, itself. probably played a great 
role in influencing the course of events. 
We are reminded of the motto from 
Pasteur on the ceiling of the foyer of 
Vanderbilt Hall, the dormitory of the 
Harvard Medical School. It relates to 
the fact that chance favors only those 
who are prepared. We hope that what 
has been learned through teamwork in 
the cleft palate field can also be extended 
to the care of other complex problems. 
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A field study of periodontal disease in Birmingham, Alabama, showed that 


certain socioeconomic factors, especially education, influence the occur- 


rence of this condition in racial groups. The need for studying 


groups of equivalent socioeconomic status is stressed and 


several related problems are explored. 


PERIODONTAL DISEASE AND SOCIOECONOMIC 
STATUS IN BIRMINGHAM, ALA. 


flhert L. Russell, D.D.S.. M.P.H.. and Polly Ayers. D.D.S.. M.P.H., F.A.P.H.A. 


senies of previous field studies indi- 
Ante that group levels of periodontal 
disease are associated in some manner 
with the social or economic status of the 
groups under The pres- 
ent study was designed to examine some 
of these associations in greater detail 
and to inquire whether the commonly- 
observed differences in scores of white 
and Negro groups represent a true racial 
difference or can be explained on the 
basis of socioeconomic status alone. 

To this end, 2,325 persons ranging in 
age from 15 through 71 years were 
examined in Birmingham, Ala.. during 
the summer of 1957: of these. 1.55] 
were white and 774 were Negro. One 
hundred and forty-two white persons and 
33 Negroes were edentulous. leaving 
1,409 and 741, respectively, who could 
be scored for periodontal disease. Of 
these. 1.522 white and 532 Negro per- 
sons were regularly employed at the 
time of examination, 

This sample was neither random nor 
in any way representative of Birming- 
ham as a community. The effort was 
rather to include as many persons of 
diverse background and occupation as 
was practicable. Thirty distinct groups 
were examined, ranging from employees 
of bakeries, steel mills, publishing 
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houses. food processing plants, manufac- 
turing concerns, and retail establish- 
ments to applicants at health department 
clinics. None of the findings to be re- 
ported is applicable to Birmingham as 
a whole community. 


Method 


All of the examinations were carried 
out with the subject seated in a dental 
chair under a standard (Castle) dental 
examination lamp. In some situations 
equipment in one of the dental trailers 
operated by the Jefferson County Health 
Department was used; in others equiva- 
lent portable equipment was set up 
within the establishment itself. Mirror. 
explorer, and standard scalers were em- 
ployed. Each of the examiners was cali- 
brated to the senior author.* 

Each tooth present was scored for 


* and for periodontal dis- 


dental caries 
ease’ by criteria previously described. 
In a subsample, the presence or absence 
of materia alba on the gingival third 
of two or more incisor teeth was re- 
corded. These findings were dictated by 
the examiner in code; sex and race were 
noted. Other data entered for each 


*In addition to the authors John C. Greene 
and ©. J. Donnelly participated as examiners. 
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patient but unknown to the examiner 
included name, street address, age, date 
of birth, occupation, and education. 

In periodontal scoring each tooth was 
rated on a scale based upon the classical 
clinical signs of marginal periodontitis— 
inflammation. pocket formation, and loss 
of function. An individual's score is the 
average for the teeth present in his 
mouth. Most persons with a clinical 
diagnosis of gingivitis score from 0.1 to 
1.0, those with frankly-established de- 
structive disease from 1.5 to 5.0, and 
those with disease in terminal stages 
from about 4.0 to 8.0. the maximum 
score.” 


Findings 


Scores for both dental caries and 
periodontal disease were moderately 
lower. and tooth mortality rates were 


Persons with 8 Persons with 9 
Years of School to ll Years of 
or Less School 


Age Group) Number Score Number Score 


0.38 
0.70 
1.16 


15-19 
20-29 
30-39 


40-49 1.09 
50 and over 30 2.06 25 1.42 
All ages 165 1.42 299 0.93 


15-19 
20-29 
30-39 
10-49 


50 and over 


All ages 


Base 


don F ratios. 
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Table 1—Periodontal Scores by Years of School Completed, Birmingham, 1957 


PERIODONTAL DISEASE 


sharply lower, than those recorded for 
a near-random group examined earlier 
in Baltimore.® 

Educational status—About two-thirds 
of the white persons examined had grad- 
uated from high school but more than 
half of the Negroes had failed to com- 
plete the twelfth year, with differences 
most marked in persons aged 40 years 
or older. Periodontal scores for both 
races, by educational attainment, are 
shown in Table 1. Within a given age 
group, in either race, scores tend to be- 
come progressively lower as groups of 
higher educational attainment are studied. 

Professional dental care—Periodontal 
scores as related to needs for fillings are 
shown in Table 2. In about 60 per 
cent of white persons and about half that 
proportion of Negroes all carious teeth 
had been filled or extracted, i.e., no 
neglect of care was evident. About one- 


Persons with 12 Persons with 13 


Years of Years of School 
School or More Approximate 
Number Score Number Score 


— White — 


53 


<0.001 
<0.001 


<0.001 
24 0.82 42 0.39 <0.001 
498 0.52 437 0.29 <0.001 


> 0.20 
<0.001 
<0.001 
<0.01 
> 0.20 


<0.001 


x 
q 2 0.00 43 | 0.43 14 0.17 0.20 
as 37 1.30 84 183 0.50 175 0.27 S| 
50 1.33 90 132 0.49 132 0.32 
— Negro — 
2 0.65 39 0.51 38 0.48 29 0.43 
a 34 1.19 66 0.76 62 0.59 91 0.28 
59 1.85 10 0.97 29 1.09 29 0.50 
oar 61 2.44 35 1.59 10 1.09 14 0.86 
62.72 143.4 6 2.97 3 1.23 
232 2.18 194 1.09 145 0.80 166 0.41 
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Table 2—Periodontal Scores by Kelative Need for Restorative Dental Care (Excluding 


Persons Wholly Caries-Free): Birmingham, 1957 


Persons with One or More 


Persons with One or 
More Teeth with Pulp 
Aue EX posures 


Unhilled Carious Teeth 
but Free of Lesions 
Exposing the Pulp 


Persons with All 
Carious Teeth Filled 


or Extracted \pproximate 


Group Number Mean Score Number Mean Score Number Mean Score 
White 
15-19 20 0.34 53 0.47 36 0.25 0.08 
20-29 37 1.17 190 0.68 248 0.27 <0.001 
2.25 121 1.20 259 0.39 <0.001 
Ww 49 9 2.86 65 0.99 201 0.51 <0.001 
50 and over 9 3.03 20 1.49 93 0.82 <0.001 
All ages 6 1.48 449 0.88 837 0.43 <0.001 
Negro 
15-19 31 O45 58 0.51 9 0.46 > 0.20 
20-29 66 0.72 121 0.67 19 0.31 0.01 
30-39 27 1.56 75 1.26 42 1.09 > 0.20 
10-49 35 2.55 15 1.71 37 1.62 0.08 
50 and over 26 3.58 15 2.85 26 1.88 0.02 
All ages 185 1.55 344 1.19 163 1.07 0.01 


Based on F ratios. 


third of white adults and nearly half of 
the Negroes had one or more carious 
teeth which, in the judgment of the 
examiner, could be filled. About one 
white person in 17 and about one Negro 
in four had one or more carious teeth 
in which the crown was virtually de- 
stroyed, requiring extraction rather than 
filling. These three groups, in general, 
represent progressive degrees of neglect 
Periodontal con- 
dition of the groups is directly related 


of professional care.* 


* Persons wholly caries-free, for whom these 
needs criteria are meaningless, have been ex- 
cluded frem this comparison. Eliminated were 
37 caries-free white persons with a mean age 
of 34.4 years and a mean periodontal score of 
1.27, and 50 caries-free Negroes with a mean 
age of 28.9 years and a mean _ periodontal 
score of 0.72. These represented 2.6 per cent 
and 6.7 per cent, respectively, of the whole 
groups examined. 


to the degree of neglect in both races at 
all ages over 20. Disease was the more 
severe as the degree of neglect increased. 

This procedure separated the white 
persons examined into distinct groups: 
within these groups there was compara- 
tively little variation in scores. In Ne- 
groes, on the other hand, there was 
much overlap in scoring between groups. 
and the data show no more than a gen- 
eral tendency for persons in need of 
fillings to exhibit the less favorable 
periodontal condition. The low prob- 
ability 
Table 2 are due more to this relatively 
high variation within groups than to 
the smaller numbers examined. 


values for Negroes shown in 


Both of these findings confirm obser- 
vations previously reported. Hitherto 
unexplored in the field was the relation 
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between periodontal disease and occu- 
pation. 

Occupation—The occupation of each 
employed person was classified accord- 
ing to criteria used by the Bureau of 
the Census in 1950.7 Because of the 
small numbers of persons and unequal 
representation by sex in some of these 
census categories, professional and semi- 
professional workers were combined 
with proprietors, managers, and officials 
(census categories V and 1), and all 
semiskilled and service workers (census 
categories 4, 5, 6, and 7) were placed 
in a single group. These findings with 
scores adjusted for sex are shown in 


Table 3. 


ingham, 1957 


Table 3—Sex-Adjusted Periodontal Scores of Employed Persons by Occupation, Birm- 


PERIODONTAL DISEASE 


In the white workers both years of 
education and periodontal scores are 
directly related to occupation. The 
higher educational attainment and the 
better periodontal condition were seen 
in workers in the more favored occupa- 
tions. Data for the Negro workers show 
the same general tendency, in that the 
17 employed in the more favored occu- 
pations (census categories V through 2) 
are better educated and in better peri- 
odontal health than the rest of the Negro 
persons examined. However, there is 
little difference, either in education or 
periodontal scores, between Negro crafts- 
men and foremen, operatives and service 
and common laborers (cate- 


workers. 


Sex-Adjusted Mean 


Clerical and sales 


Craftsmen and foremen 


& 


Operatives and service 
workers 


Laborers 


All occupations 1,455 


Professional and semipro- 
fessional; proprietors, 
managers, and officials 28 


Clerical and sales 
Craftsmen and foremen 


3 
4, 5, 6, 7 


Operatives and service 
workers 


Laborers 


All occupations 


Census Number Number Yearsof Periodontal 
Category Occupation Examined Edentulous Age School Score 
— White 
Va Professional and semipro- 
fessional; proprietors, 
managers, and officials 220 8 31.9 14.4 0.37 


— Negro — 


142 


15.8 0.57 


* No females in this category. 
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a 2 FP 575 17 35.3 13.1 0.39 
| 198 45 40.6 10.2 0.68 
9 33 5 34.9 9.7 1.45* 
<4 35.3 117 0.67 
32 3 41.2 8.1 1.57 
9 a 93 3 36.1 8.5 1.43* 
[tst~sisd 565 33 38.2 8.9 1.50 
4 
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gories 3 through 9). For either race the 
data suggest that education is more 
closely associated with periodontal con- 
dition than is occupation. 

Oral debris Approximately half 
(1.259 persons) of the group was scored 
for presence or absence of oral debris 
according to criteria used by Me- 
Combie.* The presence of materia alba 
(not salivary calculus) on the gingival 
third of two or more incisor teeth was 
demonstrated by scraping with the ex- 
plorer tine. Oral debris was thus demon- 
strable in 163 of 700 white persons (23 
per cent) and in 267 of 559 Negroes 
(18 per cent). Periodontal scores for 
these persons are shown in Table 4. 

In each of the 20 age groups listed in 
Table 4 persons with obvious oral debris 
show substantially higher scores than 
persons with relatively clean mouths: 
the differences are of a magnitude to 
indicate clinical as well as statistical im- 
portance. On the other hand, of the 
20 age-sex comparisons between the 
races, whites show higher scores than 
Negroes in ten categories and Negroes 
show higher scores than whites in ten 
categories. 

It is obvious that between persons 
with equivalent oral cleanliness no racial 
differences are apparent. 

Oral debris, care, and education 
Each of the items so far examined is 
related to each of the other three. Per- 
sons with the higher educational attain- 
ment tend to follow occupations with 
hetter pay and social prestige. to show 
cleaner mouths, and to receive more 
adequate professional dental care. 
Within this group, a person’s occupa- 
tional status could be inferred with great 
accuracy on the basis of his education. 
and debris and dental care status. At 
this point. the question occurs as to 
whether the difference between groups 
of unequal socioeconomic status might 
he due wholly to differences in personal 
cleanliness and professional care. 

In order to examine this question, 


employed persons scored for oral debris 
were divided into two groups by edu- 
cational status—those with 11 years of 
school or less and those with 12 years 
of school or more. These educational 
groups were then subdivided into groups 
of persons with and without obvious oral 
debris and each of these subgroups 
again divided into sub-subgroups of per- 
sons with or without an open carious 
lesion requiring filling. Persons wholly 
caries-free were eliminated. As a result 
eight comparison groups were set up for 
each of the races. Since numbers were 
small, mean ages were determined and 
a single periodontal score computed for 
each of these subgroups. These crude 
group scores are shown in Table 5. 

While these crude data would indicate 
a clear superiority in persons with rela- 
tively clean over persons with relatively 
unclean mouths and in persons with 12 
or more years of schooling over those 
with 11 years of schooling or less. such 
comparison seems unwarranted in view 
of the differing ages; in each subgroup 
persons with the lesser education are 
substantially older than persons with the 
greater education. In the one category 
the mean age is 31.0 years and in the 
other, the mean age is 38.8 years. When 
scores for this whole array of persons 
(white and Negro combined) are com- 
puted, means rise in virtually straight- 
line fashion from 0.10 at ages 20-29 to 
2.07 at ages over 50. On this regression 
line the mean score at age 31.0 years is 
0.71. and the mean score at age 58.8 
years is 1.16. The difference in ages. 
then. could account for scoring differ- 
ences on the order of 0.45, and some cor- 
rection is necessary before comparisons 
may be made on a valid basis. 

Table 6 shows the results of one of 
the possible adjustment procedures. This 
array lists the differences between ob- 
served scores for the several subgroups. 
and the whole-group score computed 
(from the regression) at that mean age. 
In the first category of Table 5, for 
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example (white persons with 11 years group at the age of 40.8 years. The 
of school or less, without obvious ma- same procedure was followed for each 
teria alba and with no unfilled carious of the subgroups in turn. 


lesions). the observed score of 0.96 was The effect of this correction is to 
21 per cent less than the score of 1.27 narrow the crude differences between 
computed for all persons in this whole persons with more or with less educa- 


Table 4—Periodontal Scores, Birmingham, 1957: Persons With and Without Obvious 
Oral Debris (Materia Alba) on Two or More Incisor Teeth 


Aue Persons With Oral Debris Persons Without Oral Debris Approximate 


Group Number Mean Score Number Mean Score ” 


— White Males 


15-19 0.80 > 0.30 0.152 0.06 0.03 
20-29 36 1.56 + 0.20 i5 0.542 0.09 <0.001 
30-39 34 Ld 0.28 4 060+ 0.09 <0.001 
10-49 23 1.752 0.24 13 1.192 0.24 0.15 
50 and over ll 2.3412 0.71 22 0.87 = 0.26 0.03 


All ages 108 1.72+ 0.14 232 0.702 0.07 <0.001 


White Females 


15-19 1] 0.944 0.14 34 0.23 4 0.05 <0.001 
20-29 21 1.072 0.35 156 0.22+ 0.03 <0.001 
30-39 12 2.35 + 0.33 61 0.76 + O15 <0.001 
10-49 8 1.857 0.56 56 0.512 0.11 0.001 
50 and over 3 5.002 1.42 18 0.96 + 0.29 <0.01 


All ages 55 1.652 0.21 305 


Negro Males — 


15-19 18 0.724 0.11 13 0.23 + 0.07 <0.001 
20-29 34 1.05 + 0.14 47 0.36 + 0.08 <0.001 
30-39 36 1.932 0.25 39 0.58 + 0.13 <0.001 
40-49 20 0.38 23 123+ 0.36 <0.01 
50 and over 35 2872 0.31 13 1.97 + 0.49 0.15 
All ages 143 1.972 0.14 135 0.72+ 0.10 <0.001 


Negro Females — 


15-19 26 0.672 0.10 36 0.32 + 0.07 0.01 
20-29 43 0.742 0.08 60 0.24 0.05 <0.001 


30-39 23 2.05 + 0.32 31 0.68 = 0.12 <0.001 
40-49 19 2.97 + 0.48 17 0.68 + 0.16 0.001 
50 and over 13 3.91 + 0.71 13 2.02+ 0.59 0.08 


All ages 124 1.642 0.16 157 0.54 0.07 <0.001 


* Based on t test. 
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0.424 0.04 <0,001 


Persons with 11 Years of School 


or I os 
Racial Number Mean 
Group Examined Age 


Table 5—Crude Group Periodontal Scores: All Employed Persons Scored 
For Oral Debris, Birmingham, 1957, Except Those Caries-Free 


Persons with 12 Years of School 


or More 
Mean Number Mean Mean 
Score Examined Age Score 


Without Obvious Oral Debris and with 
No Unfilled Carious Lesions 


40.8 
41.6 


White 


Negro 


33.6 
39.0 


White 


Negro 


10.0 
18.3 


33.1 


White 


Negro 


tion. Nevertheless, and despite the small 
numbers allotted to some of the sub- 
groups, it remains apparent that persons 
with relatively clean mouths suffer less 
from periodontal disease than persons 
with obvious oral debris, and that within 
either category persons in obvious need 
for restorative dental care are in worse 
periodontal condition than persons with 
all cavities filled. In four of the eight 
comparisons Negroes score higher than 
whites, with whites higher than Negroes 
in the remaining four. 

In addition, when the comparisons 
are carried out with persons of similar 
debris and care status. those with the 
better education continue to show the 
better periodontal experience. The dif- 
ference is not marked, however, in per- 
sons with obvious oral debris. Scores 


Without Obvious Oral Debris but with 
One or More Unfilled Carious Lesions 


1.13 
1.28 


With Obvious Oral Debris but with 
No Unfilled Carious Lesions 


2.02 


3.02 


With Obvious Oral Debris and with 
One or More Unfilled Carious Lesions 


2.00 


2.42 


0.96 22 2d 
1.01 


99 
19 


32 
8 


37 
36 


for white persons with debris but no 
unfilled carious lesions are nearly iden- 
tical after adjustment for age. and scores 
for Negroes with debris and unfilled 
lesions are relatively higher in persons 
with 12 or more than in persons with 
11 or fewer years of schooling. 


Discussion 


Essentially the same relation between 
periodontal scores and educational at- 
tainment has been seen by us in previous 
studies.** and about the same patterns 
have been observed by Wisan and Elkin 
in the first phase of a study of Phila- 
delphia adults.* A similar relation be- 
tween gingivitis and neglect of profes- 


sional dental care has been described in 


children. 
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White 28 32.6 1.27 
Negro 25 37.8 1.23 
+4 |__| | 30.1 1.42 
115 10.9 28.8 1.36 
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Moen has presented data on dental pa- 
tients indicating that, while the need for 
periodontal treatment varies little from 
occupation to occupation in males, total 
needs for extraction for causes other 
than dental caries rise from an average 
of 0.78 teeth per man among profes- 
sional and semiprofessional workers to 
2.39 teeth per man among laborers." 
In his whole group of males aged 15 
years and over, periodontal disease ac- 
counted for about 70 per cent of extrac- 
tion needs for causes other than caries.'* 
His data seem consistent throughout with 
the field findings presented here. 

In a study of National Servicemen in 
Singapore averaging about 21.5 years 
of age. McCombie and Chua found a 
similar relation between oral debris and 
periodontal scores in 196 Chinese and 
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in 180 Malaysians, though none could 
be demonstrated in 73 Indians and Pak- 
istanis.'* Findings in the present re- 
port seem to indicate that, in these peo- 
ple. the presence of oral debris was the 
most deleterious factor considered; this 
factor alone is sufficient to explain the 
crude differences between Negro and 
white persons. On the other hand, given 
clean mouths and equivalent needs for 
restorative dental care, persons with bet- 
ter education continue to show the better 
condition of periodontal tissues. This 
would seem to indicate that something 
in the way of life of this group, beyond 
relative mouth cleanliness and_profes- 
sional care, tends to hold periodontal 
disease in check. 

An obvious corollary to the findings 
as a whole is the necessity, when com- 


Table 6—Group Periodontal Status Adjusted for Age: All Employed Per- 
sons Scored for Oral Debris, Birmingham, 1957, Except Those Caries- 


Free 


Compared with Whole-Group Score at 


Racial 
Group 


of School or Less 


Equivalent Age 


Persons with 11 Years Persons with 12 Years 


of School or More 


Without Oral Debris and with 


— 24% 
23% 


Without Oral Debris but with 
Unfilled Carious Lesions 


Negro ( — 29% 
With Oral Debris but with 
No Unfilled Carious Lesions 
+ 64% 
+ 77% + 14% 


White 
Negro 
With Oral Debris and with 

Unfilled Carious Lesions 
+147% 

+ 89% +127% 


White 
Negro 
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parisons between groups or communities 
are required, of studying samples 
equivalent in socioeconomic status. A 
study in Birmingham of a sample made 
up mainly of unskilled workers would 
have reported levels of periodontal dis- 
ease more than twice as high as a simi- 
lar study in Birmingham of a sample 
made up mainly of clerical and sales 
workers. 


Summary and Conclusions 


1. There were 2,150 dentulous white 
and Negro persons aged 15 through 74 
years who were given periodontal exami- 
nations in Birmingham, Ala. Of these 
1.322 white and 532 Negro persons were 
regularly employed at the time of ex- 
amination. Presence or absence of ob- 
vious oral debris was recorded for 700 
white and 559 Negro subjects. 

2. When these factors were considered 
singly: 

a. Negroes showed higher periodontal scores 
than whites. 

b. Persons with the lesser education showed 
higher periodontal scores than persons with 
the greater education. 

c. Persons with unmet needs for fillings 
showed higher periodontal scores than persons 
whose care needs had been met. 

d. Persons in the less-favored occupational 
groups showed higher periodontal scores than 
persons in occupations higher in prestige and 
income. 

e. Persons with obvious oral debris showed 
periodontal scores much higher than persons 
with mouths which were relatively clean. 


3. When these factors were considered 
in combination: 


Dr. Russell is chief, Epidemiology and Biometry Branch, National Institute of 


a. Oral debris seemed to be the most de- 
leterious factor of the several studied. 

b. No differences between Negro and white 
groups of equivalent oral debris status could 
be demonstrated. 

c. Given relatively clean mouths and equiva- 
lent needs for dental care, persons with lesser 
education continued to show higher periodon- 
tal scores than persons with greater education. 


1. Comparisons between populations 
should be based upon groups equivalent 
in socioeconomic status. 
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in the following paper. 


Artificial and natural purification processes are achieved by the metabolic 


SELECTION AND ADAPTATION OF MICROORGANISMS 


IN WASTE TREATMENT 


Paul W. Kabler, M.D., Ph.D., M.P.H., F.A.P.H.A. 


METABOLISM is the basic 
mechanism in the natural purifica- 
tion of polluted waters. Purification of 
such waters by engineered biological 
treatment processes, i.e., activated sludge, 
trickling filters, oxidation ponds, etc.,' 
is, in this respect, not essentially differ- 
ent from natural stream self purification. 
Polluted waters in this presentation in- 
clude sewage and industrial wastes and 
surface waters receiving these wastes. 

It is recognized” that biological treat- 
ment is neither feasible nor advisable 
for some industrial wastes containing 
inhibitory or toxic substances. This 
category includes inorganic wastes such 
as those from metal-pickling and plating 
processes. Even these wastes are some- 
times discharged into municipal sewers 
and into streams and affect the biologi- 
cal processes therein. Often industrial 
wastes contain mixtures of inorganic 
and organic compounds, either of which 
may exert biologically inhibitive effects. 
Many such wastes contain synthetic com- 
pounds not commonly found in nature, 
in animal or plant residues. The prob- 
lems of tolerance levels and of microbial 
adaptation, synergisms, and antagonisms 
may become of paramount importance. 
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activities of various microbes. The selection and adaptation of 


such organisms for treatment of waste is presented 


The various aerobic biological treat- 
ment processes* operate on the same 
fundamental principles and differ pri- 
marily by their methods of oxygen trans- 
fer. Microorganisms which inhabit these 
systems include bacteria, fungi, algae. 
protozoa, rotifers, and higher forms. In 
the anaerobic systems somewhat less di- 
versity of forms is found; however, the 
processes embrace the combined activi- 
ties of a large variety of species. All 
the treatment processes, either aerobic 
or anaerobic, as well as the natural self- 
purification of streams, lakes, and im- 
poundments, comprise the aggregate 
activities of a community of microor- 
ganisms acting simultaneously or se- 
quentially and utilizing definitive meta- 
bolic patterns and enzymatic pathways. 

The transformations of carbon com- 
pounds by microorganisms have been 
excellently reviewed by Nickerson.* The 
common pathways of oxidations for car- 
bohydrates, alcohols. acids, fats, waxes, 
and aromatic ring compounds are 
clearly shown. Not all of the enzyme 
systems described occur in every species 
of microorganism. It is for this reason 
that we find mixed populations effec- 
tively degrading wastes and a population 


os 
re 


of which the composition changes in 
accord witu the changing constituents of 
the polluted Microbial 
cells may carry on many series of inter- 


environment. 


locking reactions where the product of 
one enzyme reaction may be the sub- 
strate for several other enzymes, and 
any modification of even one reaction 
will produce modifications in diverse 
reactions, many steps removed from the 
initial position. 
The biological 
compounds containing nitrogen® and sul- 
fur® have also been extensively studied. 


transformations of 


The degradation of nitrogen compounds 
will invariably be accomplished by hy- 
drolysis of proteins and other complex 
nitrogen molecules. and will result’ in 
the eventual decomposition of the lower 
molecular weight residues. The degrada- 
tion of these compounds will vary with 
aerobic or anaerobic conditions, and 
rigid control is necessary to avoid an- 
aerobic conditions that result in’ the 
production of noxious materials. Diverse 
microorganisms participate in degrada- 
tion of sulfur compounds, many of 
which command attention as they pro- 
duce compounds having objectionable 
odors or causing corrosion of industrial 
equipment. Two principal sulfur products 
are formed, sulfate under aerobic con- 
ditions and sulfide under anaerobic con- 
ditions. 

The ultimate goal of natural or of 
hiologically-controlled purification is to 
transform any pollutional material into 
innoxious components. To achieve this 
end it is sometimes necessary to develop 
specialized populations or to provide un- 
usual Such specialized 
populations (seeds) have been described 
for the treatment of a variety of natu- 
rally occurring and synthetic materials. 
This development is frequently termed 
“acclimatization.” but more properly 
should he considered selective growth 


environments. 


and adaptation of organisms resident in 
the environment. 
Among the large number of microbial 
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species extant, some species will be rela- 
tively well adapted to any environment 
encountered in polluted water, stream 
sediments, or in artificial treatment proc- 
And since the species of micro- 
organisms involved in such processes are 
ubiquitous,” we can expect a suitable 
organism to be present when a specific 
environment arises. Any sample of soil 
or polluted stream bottom contains 
countless kinds of microenvironments. 
some high in nutrient and some low. 
some aerobic and some anaerobic, and 
each has its characteristic biota. Fur- 
thermore, microbes can with some ex- 
ceptions lie dormant for long periods 
when their environment is unfavorable. 
This characteristic of being universally 
present and yet yielding the environment 
to the “best fitted” species seems to ex- 
plain a large portion of microbial adap- 
tations, as well as to account for the well 
recognized usefulness of stream muds 
or sludges as starters in treatment plants. 

Scientific and industrial activities are 
changing the environment by the addi- 
tion of chemical compounds which have 
not been components of soil or aqueous 
environments in the past, and organisms 
are confronted with new chemical en- 
tities in concentrations and under con- 
ditions not previously known. For or- 
ganisms to appear that can utilize these 
new chemicals, it is necessary that large 
numbers of the wild type be challenged 
and that selective processes prevail. With 


esses. 


some of the newer organics, such selec- 
tions have not as yet been completely 
successful; however, there appears to be 
no reason why suitable organisms should 
not be found if the search is sufficiently 
diligent. 

All living organisms from microbe to 
man have become adapted to their habi- 
tat. i.e., to its energy supplies, tempera- 
ture. and other aspects, and all react to 
multiple factors of this environment. 
Therefore, in considering microbial in- 
teractions in natural habitats or in con- 
ventional treatment processes—in_ soil, 
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trickling filter, or sludge digestion tank 
—we must realize that the microbes live 
there in populations of billions, and that 
they intermingle on a scale that is im- 
possible for higher plants or animals. 
Changes in food supply, be it domestic 
sewage, resistant organic material, or 
some chemical compound developed in 
the future, will directly support only 
that portion or portions of the popula- 
tion that can utilize the food available. 
The medium and conditions of growth 
usually select specific individuals from 
the inoculum (seed) most fit to survive 
in the new environment. Usually these 
grow better after a period of training 
through repeated generations in the new 
menstrum, which means the selection of 
species of a “superior” growth type. Be- 
cause this superior growth is observed 
only if the organisms that possess it pass 
it on to their descendants, often the re- 
sultant population will be the progeny 
of one or a few individuals of the 
original inoculum. In this way selective 
populations are developed, as has been 
so adequately demonstrated by special 
isolation technics*-'° and the adaption 
of treatment processes to chemical com- 
pounds.!1-13 

Species selected in this fashion must 
make further adjustments in order to 
survive and to reproduce. These ad- 
justments are frequently termed adapta- 
tion and are related to microbial ability 
to acquire or to activate enzymes for the 
use of compounds not initially available 
to the organism as food. Such adapta- 
tions are not usually retained by the or- 
ganism when the compound is removed 
from its environment. Transfer of these 
adaptive qualities in active enzyme sys- 
tems from one generation to the next 
apparently does not involve changes in 
the genetic pattern, but rather appears 
to depend on the necessity for the or- 
ganism to use the particular character- 
istic in maintaining life. Some of these 
modifications are direct, as when a cul- 
ture of bacteria is exposed to penicillin. 
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Each cell of the population starts to 
produce the enzyme penicillinase which 
destroys the penicillin. There is no se- 
lection; each cell has the genetic ability 
to produce the enzyme but does so only 
when the material is present. The elabo- 
ration of an enzyme when it is useful 
and the ability to grow without it when 
it is of no value appears to be the basis 
for much of the on-the-spot adaptation 
of microbes. One well known example 
is the enzyme production in some coli- 
form bacteria that metabolize lactose. 
This enzyme may appear only after the 
culture has been incubated several days. 
The environment changes the organism 
but only within the limits of its genetic 
make-up. These modifications are termed 
induced" or adaptive enzyme formation. 

There is another mechanism whereby 
superior strains may arise as a result of 
a sudden change in the genetic make-up, 
which is passed on at cell division. These 
changes in microorganisms are called 
mutations and supposedly occur in any 
of the numerous “genes” present in the 
cell, at an average rate of about once 
in every ten million divisions'®:'® per 
gene. This mutation rate of each gene 
has been determined naturally by evolu- 
tionary challenge, since if mutation oc- 
curred too seldom, the organism could 
not successfully compete in a changing 
environment, and if too often, too many 
individuals would be lost in wasteful 
modifications. Even with one new mu- 
tant occurring per ten million cells at 
every generation, it would seem that 
after a few generations nearly all the 
organisms would be mutant in one or 
more characteristics. However, in actual 
experience, cultures transferred under 
constant conditions remain relatively 
stable over long periods, partly because 
many of the mutants are slower growers 
or otherwise not as well fitted to the 
environment as the parent organism. 
When new mutants appear which are 
superior in growth characteristics, they 


overgrow and eliminate the parental 
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type together with existing intermediate 
or stray mutants. until the new in turn 
are eliminated by the same process. 

The 


hy environmental 


mutation rate can be modified 


conditions. such as 
ultraviolet light. radiations. certain  or- 
ganic and inorganic materials, metabolic 
products. ete, Many of these induced 
mutants are less able to compete in the 
environment than the parent types and 
are lost. so that an investigator may or 
may not be successful in recovering a 
predetermined desirable mutant by such 
methods of treatment. 


Another 


bacterial 


possible method hy which 


species may arise that) are 
highly efficient in metabolizing complex 
substrates is that of gene recombination 
as described hy Tatum and Lederberg." 
In recombination, the resultant progeny 
of two parent strains carry the ability 
to metabolize a complex menstrum for 
which each parent possesses only a frae- 
the offspring exhibit 
both 
If one parent is capable of 


tional ability. 
the combined characteristics of 
prrrents, 
metabolizing fraction A of a complex 
and the other parent has the ability to 
utilize fraction B. the resulting offspring 
utilize the whole AB 
When one considers the in- 


may be able to 
complex. 
finite number of microbial species pres- 
ent in natural habitats. it does not ‘seem 
unlikely that some will be closely related 
and can produce desirable progeny that 
ean accomplish the purification of highly 
complex and resistant materials. 

In transformation. a particular char- 
acteristic is transferred from a donor 
strain of cells to a recipient strain which 
This 
transfer can be accomplished artificially 
by bringing desoxyribonucleic (DNA) 
acid of the donor cell nuclear apparatus 


had not previously exhibited it. 


into contact with the recipient bacteria. 
which incorporate the donated DNA into 
Acquisition of the 
new DNA fraction imparts to the re- 
cipient cells the characteristic originally 
carried by the donor strain. 


their cell substance. 


In mixed 
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cultures of related microorganisms, this 
transfer by DNA can occur naturally 
when some of the donor cells become 
aged and break up. thus liberating the 
cellular components into the growth 
menstrum. 

In transduction. the transfer of a char- 
acteristic is again accomplished by 
transfer of donor cell DNA to recipient 
cells. However. the actual mechanism 
of transfer is through phage particles 
For this mechanism 
to function. it is that both 
donor and recipient strains be suscepti- 
ble to the phage. Phages have differing 
ranges of infectivity. but most are able 


acting as vectors, 


necessary 


to infect only closely related microor- 


ganisms. Therefore. transduction is 
likely only between closely related 
strains, 


It seems certain that the selection and 
adaptation of a competent microbiota 
in waste treatment processes is a highly 
complex chain of events. It is likely 
that the selection from natural reservoirs 
of those microbial species capable of 
metabolizing the waste components, to- 
gether with activation of latent enzymes. 
accounts for a large part of the adjust- 


ment necessary to propagate a useful 
population. Natural or induced muta- 


tions may be instrumental in modifica- 
lions enabling organisms to metabolize 


materials such as “synthetics” which are 
not normally present in natural environ- 
ments. 

In recent experience. it has been pos- 
sible to develop satisfactory microbial 
populations to treat most domestic and 
industrial organic wastes. Whether pop- 
ulations will be developed that can ef- 
fectively degrade resistant materials such 
as alkyl benzene sulfonate lignin 
must remain speculative at this time. 
The processes involved in such a chain 
of events will likely include selection of 
the “most fit progenitors. 
activation of certain latent enzyme sys- 
tems. and probably genetic changes. 
Chemical pretreatment or 


to survive” 


»nditioning 
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of resistant materials for biological 
breakdown may be a possibility. 


Summary 


Artificial and natural purification 
processes are accomplished by the com- 
hined metabolic activities of a number 
of microbial species and variants. The 
active members of a particular system 
are dependent on the composition of 
the substratum, i.e.. its organic and in- 
organic components, pH. temperature 
and have been selected and adapted 
from the infinite number of microor- 
ganisms and microenvironments extant 
in nature, resident in soil, bottom muds. 
composts, and other materials. 

Selection is ‘accomplished by fortu- 
itous matching of potentially competent 
microorganisms of the habitat and ap- 
propriate available waste materials. 

Further adaptations are accomplished 
hy producing necessary new enzymes 
either through activation of latent char- 
acteristics or through genetic changes 
that arise spontaneously or by stimula- 
tion from environmental factors. 

Mutations may produce variants 
either more or less suited to the en- 
vironment. Only the “more _ fitted” 
progeny are likely to survive. 

The parts played by recombination. 
transformation, and transduction in the 
selection of the microbial biota in waste 
treatment processes may be important 
hut cannot at present be fully evaluated. 


Center, Cincinnati, Ohio. 
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EDITORIALS 


A Jubilee Year for the Journal 


Ww" THE current volume the Ameri- 
can Journal of Public Health will 
complete its fiftieth year. Volume one 
appeared in January, 1911, and as time 
voes that was not long ago. In fact 
the present editor of the Journal had 
then achieved the age of six months. 


But what changes have occurred since 
then. In practically all areas of human 
life revolutionary changes have taken 


place—in politics, in economics, in tech- 


Among these, the 
changes and the developments in public 
health have been among the most strik- 
ing. It was in this period that public 
health assumed professional status. The 
first specific public health degree was 
awarded by the University of Michigan 


nology. in science. 


in 1910. The first school was organized 
in 1912 by William T. Sedgwick at the 
Massachusetts Institute of Technology. 
Organized health service in industry 
developed chiefly after 1910, The Chil- 
dren's Bureau was established in 1912. 
It was during this period that the im- 
pact of the bacteriological discoveries 
and their application made themselves 
fully felt. 
cially among infants and young people 
prepared the way for health problems 
of the present. 


Declining death rates espe- 


One could cite many more aspects 
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Editorial 


of change, many more illustrations of 
discovery and application—and all of 
these found their place in the Journal. 
Throughout the fifty years that we are 
now completing the Journal re- 
corded the changing aspect of public 
health, and in so doing has contributed 
to the advancement of knowledge and to 
its effective application. It has been 
the organ of the American Public Health 
Association, and has endeavored to be 
the major professional channel of com- 
munication for public health workers. 
The tradition of the Journal has been 
a noble one and among those who 
have guided its destiny have been the 
leaders of public health. In this jubilee 
year of the Journal we dedicate our- 
selves to move forward in the spirit of 
this tradition and to keep the Journal 
in the forefront of public health advance. 
“Quod felix faustumque sit”—May the 
outcome be a happy one—for the second 
fifty years as they have been for the 


first fifty. 


Is Milk a Public Health Concern? 


W AGRICULTURE OFFICIALS accept the 

fact that formulation of dairy 
standards and dairy inspection activities 
are definitely related to public health.” 
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This statement by the commissioner of 
agriculture of one of our important 
agricultural states, who is also chairman 
of the executive committee of the Na- 
tional Association of Departments of 
Agriculture, is from a recent issue of 
the Dairy Industry Newsletter. By  it- 
self. the statement would seem to support 
health departments that have been under 
pressure in jurisdictions where depart- 
ments of agriculture wish to assume 
responsibility for the sanitary produc- 
tion of milk and milk products. This 
appearance, however, is altered by the 
further statement. “they feel that these 
activities are so closely bound up in the 
marketing processes that one agency 
should handle both health and _sanita- 
tion and marketing activities, and that 
this agency should be the department 
of agriculture.” Furthermore, a change 
of this kind is urged at the federal 
as well as the state level. 

No public health worker should con- 
sider this viewpoint as a personal idio- 
synerasy. At present, responsibility for 
the public health supervision of milk 
production at the state level rests with 
departments of agriculture in 22 states, 
and is shared with health departments 
in four others. Legislation to transfer 
responsibility to departments of agri- 
culture is pending or was recently re- 
jected in Florida, lowa, Michigan, and 
Missouri. several instances, this 
change would have been made at the 
local as well as at the state level. 

Why should this situation alarm pub- 
lic health administrators? Why should 
a transfer of responsibility from one 
department of government to another be 
considered capable of producing far- 
reaching adverse effects on the public 
health? The major reason for the exis- 
tence of departments of agriculture is 
to promote the economic well-being of 
the agriculturist. Administrative experi- 
ence has shown that a major responsi- 
hility will overshadow and subordinate 
a minor one. Were departments of agri- 
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culture to be given responsibility for 
the public health supervision of dairy 
production, it is reasonable to assume 
that the economic focus would subordi- 
nate the health interest. Health depart- 
ments, on the other hand, exist solely 
to protect and to foster the public 
health. That disease transmitted through 
dairy products has been largely elimi- 
nated is an achievement to which public 
health workers can point with pride. 
The consequent assurance of the safety 
of our milk supplies has played a large 
part in the increase of milk consump- 
tion in the United States. Over the 
past fifty years per capita consumption 
of milk increased by 20 per cent. 
There are other weighty reasons why 
responsibility for the sanitary protec- 
tion of milk and other dairy products 
should remain with health departments 
or should be transferred to them. They 
have developed field and laboratory 
facilities for the purpose, and they have 
trained personnel that are now on the 
job carrying out field supervision and 
the necessary work of laboratory control. 
In addition to the trained personnel 
and adequate equipment at the state 
level, local public health administra- 
tion supervises dairy production in town 
and city creamery, ice cream plant and 
pasteurizing establishment—not in- 
crease the profits of the producer but to 
protect the health of the consumer. 
Furthermore, health departments have 
been alert to the need for uniformity 
in the sanitary production of milk and 
its products. Since 1927, the lL. 5. 
Public Health Service has sponsored 
the use of the Milk Ordinance and Code. 
This code now serves as the basis for 
the production of milk in 36 states and 
1.900 jurisdictions, and has also served 
as the standard for certifying interstate 
shippers of milk. More than 700 milk 
plants drawing their supplies from 
100.000 farms have been certified as 
meeting the code requirements. This 
makes it possible for health departments 
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to approve milk produced in other areas 
thus obviating the delay and expense 
which field inspection would entail. 
State legislation transferring from 
health departments the responsibility for 
the sanitary production of milk and its 
produc ts will undoubtedly be proposed, 
Yet. if “formulation of dairy standards 
and dairy inspection activities is defi- 
nitely related to public health.” then it 
is essential to see that this responsibility 
is placed in an agency whose prime in- 
terest is public health. Federal legisla- 
tion now being considered in HR 3840, 
“National Milk Sanitation Act” is of 
interest. This bill would call upon the 
Surgeon General of the Public Health 
Service to establish a system for the 
approval of the sanitary quality of milk 
and milk products for interstate ship- 
ment. The act would also establish a 
voluntary certification program similar 
to the one now conducted by the Service. 
and would prohibit the barring. on sani- 
tary or public health grounds, of milk 
from a certified source by a state other 
than that in which the milk was pro- 
duced. This proposed legislation is based 
on recommendations by the Association 
of State and Territorial Health Officers. 
The American Public Health Associa- 
tion has not yet adopted a_ position 
regarding HR 3810. However. this 
bill and any other legislation affecting 
public health responsibilities in milk 
production deserve serious attention. 
Public health staff at all levels will 
he well advised to keep alert for any 
effort to weaken health department  re- 
sponsibilities in the sanitary supervision 
of milk production. At the same time, 
all health departments must be alert to 
opportunities that will make it possible 
to provide greater protection against 
disease transmission through dairy prod- 
ucts: to ways of rendering more efficient 
the administration of public health su- 
pervision; and to guard against the 
imposition of economic barriers under 
the guise of public health. 
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American-Soviet Exchanges in the 
Health Field 


O* NoveMBER 21, 1959, the United 
States and the Soviet Union ap- 
proved an Exchange Agreement cov- 

ering the calendar years 1960-1961. 
Section VI of the agreement is con- 
cerned with public health and medical 
science, and appears to provide a frame- 
work within which there can be an 
orderly exchange of medical scientists. 
knowledge and ideas as well as the de- 
velopment and conduct of joint research 
projects. It seems to open the way for 
a more intimate and intensive relation- 
ship in the health field. 

In dealing with the Soviets in this 
area, we must not delude ourselves 
into believing ‘that as physicians or 
scientists we are necessarily above or 
outside the scuffle of political forces. We 
are in various ways enmeshed in them. 
The goal of the Soviet Union is undoubt- 
edly to obtain as much technical gain and 
as much cultural propaganda as possible. 
Nevertheless, in public health and medi- 
cine, we should make every effort to 
expedite the flow of technical knowl- 
edge, coupling this with an effort to 
expand the understanding by the Rus- 
sians of our way of life and its signifi- 
cant values. The former can be expected 
to contribute to world scientific ad- 
vance; the latter, to a deeper under- 
standing as the base for greater toler- 
ance, 

One must emphasize, however. that 
this exchange has as its primary purpose 
the interchange of ideas. and need not 
result in any political involvement of 
scientists. The possibility of political 
benefits which may result should not 
lead anyone to overlook the fact that 
successful results must be based on in- 
teractions of intrinsic scientific merit. 
In this sense, the exchange might be 
considered a cooperative rather than a 
competitive effort. 

Although the flow of the technical 
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information has, thus far, been very 
predominantly from West to East, there 
is evidence that the United States may 
be able to learn something of signifi- 
cance, for example, in the use of live 
vaccines, in ecology and epidemiology. 
More important than this, however, is 
that channels can perhaps be opened 
up progressively through this program, 
so that a freer flow of information may 
lead into areas of knowledge and _re- 
search which are presently not acces- 
sible. The American contribution to the 
development of Soviet research potential 
in the health field through this pro- 
gram must be viewed as an important 
contribution to the enhancement of the 
total world effort to conquer disease. 

It is clear that the sending to the 
Soviet Union of bench level scientists. 
particularly, must be on an experimental 
basis. Working and living conditions, 
as well as professional and social rela- 
tions that are extended to the health 
scientist in the Soviet Union, may be 
such as to make the experiment impossi- 
ble to continue. Much will also depend 
on the choice of the first scientists from 
the United States sent for longer stays. 
If they can understand and tolerate the 
experience and win a place for them- 
selves, defining a new type of relation- 
ship. it can probably succeed. The 
first experiences might have a considera- 
ble influence with the Soviets in loosen- 
ing the bounds placed on scientists from 
the United States. 

Despite the tight negotiations that 
have led to the specific exchanges 
agreed upon, the door may be standing 
open. While the United States Public 
Health Service is responsible for our 
side of the exchanges, a paragraph of 
the over-all agreement provides that 
“the visits and exchanges enumerated 
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é are not intended to be exclusive 
of others which may be arranged by the 
two countries or undertaken by their 
organizations or private citizens.” It is 
the interpretation of the Soviets that, 
under this clause, they can make ar- 
rangements with anyone without regard 
to the Public Health Service. This ap- 
pears to be a fair interpretation, and 
one might anticipate expanding oppor- 
tunities for exchanges as a result. How- 
ever, experience in the health field to 
date indicates that the situation may be 
difficult; up to this point the impediment 
to extra-agreement activities has been on 
the Soviet side. Efforts of nongovern- 
mental organizations and groups to ar- 
range exchanges with the Soviet Union 
have been for the most part unavailing. 
However, it would be premature to con- 
clude that the Soviets are not interested 
in scientific exchanges beyond the scope 
of agreement, since they have exchanged 
a number of scientific visitors with the 
United States in addition to those spe- 
cifically stipulated. 

With respect to the Exchange Agree- 
ment. the U. S. Public Health Service 
is in a unique position. An exception 
to the established practice has been made 
by both sides in allowing a direct rela- 
tionship between the Soviet Ministry 
of Health and the Public Health Serv- 
ice. The broad implications of the 
agreement are undoubtedly clear to the 
Service, and it will endeavor to accom- 
plish the ends sketched by the two 
parties. Certainly, the scientific and 
political goals of the program merit 
a full effort to make it succeed. The 
Public Health Service has already taken 
the initiative under the agreement by 
proposing a clear and specific two-year 
program, and is now discussing specific 


arrangements. 
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1960 Is the Golden Anniversary Volume 
of the American Journal of Public Health 
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LETTER TO THE EDITOR 


To tHe Eprror: 


| read with a great deal of interest 
the provocative article written by Doc- 
tor Milton Terris in your September 
issue concerning “The Changing Face of 
Public Health.” Having had my first 
public health tutelage under Doctor 
Charles D. Chapin while | was an under- 
vraduate at Brown University in Provi- 
dence, R. 1. and having served in the 
military nearly 30 years in a fairly ae- 
tive publie health environment, | would 
suggest that there are at least two areas 
which Doctor Terris did not mention. 

First. | believe there is a great need 
for quality control in laboratory pro- 
cedures as performed at various hospitals 
in any community and know that, in 
the service, it has long been a policy to 
send out test solutions, smears, etc., for 
diagnosis to various facility laboratories. 
This has been considered essential be- 
cause of the great new reliance many 
of our younger doctors are placing on 
laboratory findings and it is rather re- 
markable how easy it is to pick up a 
weak laboratory from these test pro- 
cedures. | understand that in New York 


Conference on Industrial Wastes 


State at one time this was attempted but 
due to the objection of certain groups, 
who apparently did not care to have an 
evaluation of their work performance, 
it was abandoned. Second, there ap- 
pears to me also to be a great need for 
medical education. | do not refer to the 
education of people interested primarily 
in the practice of medicine, but rather to 
the education of the public to teach them 
what good medicine consists of, to recog- 
nize the charlatan, to know proper fees 
and charges, and to know what con- 
stitutes malpractice. 

In these two fields alone, | believe the 
Public Health Department can do a 
great deal to benefit the practice of 
medicine as a whole. | would appre- 
ciate very much any comments that you 
have to make on this and [ am free to 
say that Dr. Terris, to whom | wrote. 
has agreed with me. 


Cuarces H. Mornouse,. M.D.. 
F.A.P.H.A. 
Fifth Air Force. United States Air 
Force. APO 925, San Francisco. Calif. 


November 3, 1959 


Gaseous and liquid industrial wastes will be the subject of a conference sponsored 
for the second year by the Mid-Atlantic States section of the Air Pollution Control 
Association and the New Jersey Sewage and Industrial Waste Association on March 
29 and 30 in the Hotel Traymore, Atlantic City, N. J. Gaseous wastes will be 
considered on March 29 and liquid wastes on the 30th. Raymond M. Manganelli, 
Ph.D. Department of Sanitation, Rutgers University, New Brunswick, N. J., for 


further information. 
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ae YEARS ago a small subcom- 
mittee of the Committee on Admin- 
istrative Practice began working on a 
glossary of administrative terms com- 
monly used by public health personnel. 
The project was undertaken in response 
to numerous requests from the field 
for a set of definitions which would 
improve communication among health 
workers. The subcommittee prepared 
some definitions and circulated them for 
comment to experts in both general and 
public health administration throughout 
the country. 

These files have been made available 
to the CAP’s successor, the Committee 
on Public Health Administration, which 
arranged for the completion of the 
glossary after giving careful considera- 
tion to the comments received. The 
remarks received from the consultants 
were very difficult to classify. A number 
felt that there should be no attempt 
to improve on “Noah Webster” and 
hence argued against the development 
of any new definitions. Most, however, 
felt that this was a worth-while effort 
and a long overdue step toward cor- 
recting the present confusing state in 
the use of administrative terminology. 

The Committee on Public Health Ad- 
ministration voted at its last meeting on 
October 19, 1959, to approve the present 
glossary for publication in the American 
Journal of Public Health. It has done 
so as a stimulus toward the development 
of further improvement in the defini- 
tions and to encourage widespread in- 
terest in the use of administrative terms 
which will gradually come to have more 
precise meanings when used in the public 
health literature. The committee ear- 
nestly solicits the reader’s continued com- 
ment about the terms and his experience 
with their use. The final test of the 
glossary must rest in its general accept- 
ance as a practical means of communi- 
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GLOSSARY OF ADMINISTRATIVE TERMS IN PUBLIC HEALTH 


cation among the professional groups 
charged with the responsibility for 
using it. 

1. Need—That state or condition in 
the community which shows a lack 
of essential public health protection 
and well-being. 


2. Purpose—A mission of the health 
agency which lies behind the estab- 
lishment of a specific program ob- 
jective. 

3. Objective—A defined end result of 
specific public health activity, to be 
achieved in a finite period of time. 
Objectives are stated as definite 
aims or goals of action, which 
should be quantitatively measurable 
and capable of being reflected in 
standards performance. Objectives 
can be long-range, intermediate, 
and short-range. 


4. Function—An area of responsibility 
whose discharge is required in 
order to meet program objectives. 


5. Function, Operating—That func- 
tion which contributes directly 
toward the achievement of the ob- 
jective. 

6. Function, Administrative—That 
function which involves the plan- 
ning, evaluation, advice, facilita- 
tion, and coordination of health 
effort. They modify and control 
the operating functions. 


7. Activity—The performance of a 
function by an organizational unit 
toward the achievement of a stated 
objective. 


8. Procedure—The prescribed se- 

quence of defined activities required 
to meet a program objective within 
the framework of the organization 
and in line with definite policies. 
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Operaticn—A specific task or series 
of tasks which when completed ad- 
vances work to the next operation. 


Technics—T he specific skills re- 
quired for the performance of a 
specific operation or function. 


Administration—The planning. fa- 
cilitation. execution, evaluation and 


control of services. 


Baseline or Benchmark—The 
corded status of the situation before 
action is taken to effect change. 
to which subsequent action or ae- 
complishment can be referred. 


Effectiveness—The degree to which 
an action accomplishes the specific 
end result toward which that action 
is aimed. 


Efficiency—The capacity of an in- 
dividual, organization, facility, op- 
eration or activity to produce results 
in proportion to the effort expended. 


Evaluation—The process of deter- 
mining the value or amount of 
success. achieving a_ predeter- 
mined objective. It includes at least 
the following steps: Formulation of 
the objective. identification of the 
proper criteria to be used in measur- 
ing success. determination and ex- 
planation of the degree of success. 
recommendations for further pro- 
gram activity. 


Plan—An orderly construction of 
the major objectives and the steps 
needed for their achievement. It 
includes the following three points: 


20. 


21. 


Formulation of objectives, assess- 
ment of resources available to 
realize these objectives, preparation 
of work program to achieve the ob- 
jectives. 


Policy—The controlling principles 
of an organization which determines 
the boundaries of action in the 
selection of objectives and in the 
promulgation of the work of the 


organization. 


Program—All of the work to be done 
by an organization to meet a broad 
area of health need. The program 
is made up of a number of activi- 
ties and may involve several re- 
lated objectives. 


Program Planning—The process of 
determining the organization's plan 
of action to be performed within 
a specified time interval. in- 
cludes the delineation of the pro- 
gram content, objectives. proce- 
dures. criteria for evaluation, time- 
table of activities and coordination 
with related activities. 


Standard of Performance—The pre- 
scribed amount and quality of ac- 
complishment. an accepted yard- 
stick with which performance can 
A standard of per- 
formance may be based upon cost. 
the output of effort or the public 
health effect of this effort. 


he measured. 


Standard or Unit of Measurement— 
A known quantitative element or 
component of an operation which 
is recognized as a completed step. 
process, or action. 
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ASSOCIATION NEWS 


American Public Health Association 


COMMITTEES 1959-1960 


There is no better introduction to the listing of the Association’s committees, 
subcommittees, and study groups than an acknowledgment of the work of the 
hundreds of members and Fellows who serve on the committees and those who 


have served in the past. 

Among the committees and groups listed are those concerned with the formu- 
lation of policy and guidance of the complex administrative affairs of the Association 
and of the sections. as well as those carrying forward the scientific and educational 
aspects. A cursory glance at the listing reveals the range of Association interests 
and activities and the major concerns of the public health profession today. 


ASSOCIATION COMMITTEES 


Advisory Committee on Finances Nathaniel H. Cooper, M.D. 
Marion B. Folsom Viron L. Diefenbach, D.D.S. 
Robert G. Fuller Bernice di Sessa, R.N. 
Holger J. Johnson Charles L. Senn 
Mary Woodard Lasker Elena Sliepeevich, D.P.E. 
W. A. Stewart, Jr. Robert G. Webster, M.P.H. 


Committee on Membership Deployment Committee of Tellers 


Leona Baumgartner, M.D., Chairman, 125 Levitte B. Mendel, M.P.H., Chairman, 1790 
Worth St., New York 13, N.Y. Broadway, New York 19, N. Y. 

Alice D. Chenoweth, M.D. Marjorie L. Craig, M.A. 

Leslie A. Falk, M.D. Wallace C. Fulton, MPL. 

Harald M. Graning, M.D. 

Marian M. Hamburg, Ed.D. Editorial Board 


Myron E. Wegman, M.D... Chairman, 1501 
New Hampshire Ave., N.W., Washington 


F. M. Hemphill. Ph.D. 
Arthur C. Hollister, Jr.. MLD. 


James A. King, M.P.H. 6. D.C. (1961) 
Pauline K. Matthis. M.P.H. Berwyn F. Mattison, M.D., Managing Editor 


Malcolm H. Merrill, M.D. George Rosen, M.D., Editor 

Alan D. Miller, M.D. Howard Ennes, Jr.. M.P.H. (1960) 
Erwin Neter, M.D. John J. Hanlon, M.D. (1962) 

J. W. R. Norton, M.D. Frank L. Horsfall, Jr.. M.D. (1960) 
John 1D. Porterfield, M.D. Lucile Petry Leone, R.N. (1961) 
Marion W. Sheahan, R.N. James Watt, M.D. (1962) 

David F. Strifler, D.D.S. 

Jane B. Taylor, R.N. International Health Committee 
Dorothy M. Youland, M.S. Fred L. Soper, M.D., Chairman, 4104 Rose- 
Mitchell R. Zavon, M.D. mary St., Chevy Chase, Md. 
Gaylord W. Anderson, M.D. 


Committee on Resolutions Jessie M. Bierman, M.D. 
Hugh R. Leavell, M.D., Chairman, 55 Shat- Herbert M. Bosch, M.P.H. 
tuck St., Boston, Mass. Frank G. Boudreau, M.D. 
James A. Crabtree, M.D., Vice-Chairman, L. T. Coggeshall, VLD. 
University of Pittsburgh Graduate School Henry van Zile Hyde, M.D. 
of Public Health, Pittsburgh 13, Pa. Estella F. Warner, M.D. 


William A. Brumfield, Jr., M.D. John M. Weir, M.D. 
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Lasker Awards Committee 
Leona Baumgartner, M.D., Chairman, 125 
Worth St.. New York 13, N. Y. 
Robert W. Berliner, M.D. 
Daniel Blain, M.D. 
Herrman L. Blumgart, M.D. 
Stanley E. Bradley, M.D. 
Leroy E. Burney, M.D. 
Dean A. Clark, M.D. 
James A. Crabtree, M.D. 
Paul H. Hoch, M.D. 
Frank L. Horsfall, Jr.. M.D. 
Charles Janeway, M.D. 
W. Fred Mayes, M.D. 
Malcolm H. Merrill, M.D. 
Robert S. Morison, M.D. 
Irvine H. Page, M.D. 
Edward S. Rogers, M.D. 
Howard Rusk, M.D. 
James A. Shannon, M.D. 
Ernest L. Stebbins, M.D. 
Lewis Thomas, M.D 
Harry M. Weaver, Ph.D. 


Nominating Committee for Association 
Officers and Executive Board Mem- 
bers 

Herman E. Hilleboe, M.D.. Chairman, 84 
Holland Ave., Albany 8, N. Y. 

Margaret G. Arnstein, R.N. 

William C. Gibson, P.E. 

Maleolm H. Merrill, M.D. 

John D. Porterfield, M.D. 


Nominating Committee for Elective Coun- 
cilors 
Marjorie M. Morrison, M.S... Chairman, 
Children’s Bureau, 621 17th St.. Denver 2, 
Colo. 
Evan T. Bynoe, Ph.D. 
Laboratory Section 
Robert A. Downs, D.D.S. 
Dental Health Section 
Thomas Francis, M.D. 
Epidemiology Section 
Madelyn N. Hall, R.N. 
Public Health Nursing Section 
Roscoe P. Kandle, M.D. 
Health Officers Section 
Josephine K. Omura, M.A. 
Mental Health Section 
Leonard S. Rosenfeld, M.D. 
Medical Care Section 
Perry Sandell, M.Ed. 
School Health Section 
Helen Stacey, MLS. 
Food and Nutrition Section 
Clarence IL. Sterling, Jr., P.E. 
Engineering and Sanitation Section 


Herbert T. Walworth, M.S. 
Occupational Health Section 
Samuel M. Wishik, M.D. 
Maternal and Child Health Section 
Jane Worcester, Dr.P.H. 
Statistics Section 
Robert Yoho, H.S.D. 
Public Health Education Section 


Program Committee 

Berwyn F. Mattison, M.D., Chairman, 
Broadway, New York 19, N. Y. 

Alice D. Chenoweth, M.D. 
Howard W. Ennes, Jr., M.P.H. 
Leslie A. Falk, M.D. 
Harald M. Graning, M.D. 
Marian M. Hamburg, Ed.D. 
John J. Hanlon, M.D. 
F. M. Hemphill, Ph.D. 
Arthur C. Hollister, Jr., M.D. 
James A. King, M.P.H. 
Granville W. Larimore, M.D. 
S. S. Lifson, M.P.H. 
Pauline K. Matthis, M.P.H. 
Levitte B. Mendel, M.P.H. 
Alan D. Miller, M.D. 
Erwin Neter, M.D. 
Marcus Rosenblum 
James K. Shafer, M.D. 
Ellis D. Sox, M.D. 
David F. Striffler, D.D.S. 
Jane B. Taylor, R.N. 
Dorothy M. Youland, M.S. 
Mitchell R. Zavon, M.D. 


Scientific Exhibits Committee 


1790 


S. S. Lifson, M.P.H., Chairman, 1790 Broad- 


way, New York 19, N. Y. 
William A. Allen, M.P.H. 
Horace A. Brown 
Morey R. Fields, Ed.D. 
Wallace C. Fulton, M.P.H. 
Andie L. Knutson, Ph.D. 
Alex Sareyan 


Sedgwick Memorial Medal Committee 
Thomas F. Sellers, M.D., Chairman, 
State Office Bldg., Atlanta 3, Ga. 
Theodore J. Bauer, M.D. 
John C. Cutler, M.D. 
Louis I. Dublin, Ph.D. 
Robert Dyar, M.D. 
Herman E. Hilleboe, M.D. 
Roscoe P. Kandle, M.D. 
Malcolm H. Merrill, M.D. 
J. W. R. Norton, M.D. 
Thomas Parran, M.D. 
David E, Price. M.D. 
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Theron H. Butterworth, Ph.D. (1961) 
Paul M. Densen, D.Sc. (1961) 

Anna M. Fillmore, R.N. (1960) 
Thomas Francis, Jr., M.D. (1960) 


FEBRUARY, 1960 


Roscoe P. Kandle, M.D., Chairman, State House, Trenton, N. J. (1962) 
Philip E. Blackerby, Jr., D.D.S., Vice-Chairman, W. K. Kellogg Foundation, Battle Creek, Mich. 


(1962) 


Berwyn F. Mattison, M.D., Secretary, 1790 Broadway, New York 19, N. Y. 


Accident Prevention 


A. L. Chapman, M.D., Chairman, Public 
Health Service, Washington 25, D. C. 

Dwight M. Bissell, M.D. 

Philip J. Dykstra 

William S. Langford, M.D. 

John Maclver, M.D. 

Ross A. MeFarland, Ph.D. 

Edward Press, M.D. 

H. C. Steed, Jr., MLS. 

Franklin Top, M.D. 


thild Health 


Edward R. Schlesinger, M.D., Chairman, 84 
Holland Ave., Albany 8, N. Y. 

Polly Ayres, D.D.S. 

Catherine M. Casey, M.S. 

Alan Foord, M.D. 

Arthur S. Kraus 

Dean W. Roberts, M.D. 

Kathryn A. Robeson, M.A. 

William M. Schmidt, M.D. 

Gertrud Weiss, M.D. 


Apvisory Groups on Speciric HAnpicap- 
PING CONDITIONS OF CHILDREN 


Emotional Disturbances 
Paul V. Lemkau, M.D., Chairman, 615 
N. Wolfe St., Baltimore, Md. 
Lauretta Bender, M.D. 
Orville G. Brim, Ph.D. 
Stella Chess, M.D. 
Jules V. Coleman, M.D. 
Jessie Edna Crampton 
James R. Dumpson 
Agnes L. Fuller, R.N. 
William Goldfarb, M.D. 
Amy Louise Hunter, M.D. 
Alfred J. Kahn, D.S.W. 
Morris Krugman, Ph.D. 
James F. Maddux, M.D. 
Marie Louise Pareti, M.D. 
Ruth E. Simonson, R.N. 
Jean A. Thompson, M.D. 
Gertrud Weiss, M.D. 


TECHNICAL DEVELOPMENT BOARD 


Also: (1) the chairmen of the Committees on 
Evaluation and Standards, Professional Edu- 
cation, and Research Policy; (2) the chair- 
men of all nine Program Area Committees 


Program Area Committees 


COMMITTEES 


Exie Elizabeth Welsch, M.D. 

Samuel M. Wishik, M.D. 

Renee Zindwer, M.D. 

Edward R. Schlesinger, M.D. (ex-officio) 


Heart Disease and Rheumatic Fever 
John W. Ferree, M.D., Chairman, 1790 
Broadway, New York 19, N. Y. 
Marjorie T. Bellows, M.S.P.H. 
Alfred M. Bennett, M.D. 
Katharine D. Brownell, M.D. 
Madelene Donnelly, M.D. 
Florence Erikson, R.N. 
Marcia Hays, M.D. 
J. G. Fred Hiss, M.D. 
Anna J. Kalmanowitz, R.N. 
Frederick J. Lewy, M.D. 
Louis Spekter, M.D. 
Bernard J. Walsh, M.D. 
Edward R. Schlesinger, M.D. (ex-officio) 


Orthopedic 
Helen M. Wallace, M.D., Chairman, 
Children’s Bureau, Washington 25, 


Marguerite Abbott, O.T.R. 
John F. Bell, M.D. 

Lucy Blair, R.N. 

Alice F. Brackett, R.N. 
Teresa Fallon, R.N. 
Maurice H. Fouracre, Ph.D. 
Willis C. Gorthy 

Margaret Losty, R.N. 

H. Houston Merritt, M.D. 
W. E. Noblin, Jr., M.D. 
Robert Siffert, M.D. 
Lendon Snedeker, M.D. 
Theodate Soule 

Jerome Tobis, M.D. 
Samuel M. Wishik, M.D. 
Edward R. Schlesinger, M.D. (ex-officio) 


Chronic Disease and Rehabilitation 


Lester Breslow, M.D., Chairman, 2151 
Berkeley Way, Berkeley 4, Calif. 


Hendrik L. Blum, M.D. 
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Eugene L. Lehr, C.E. 
Emilie G. Sargent, R.N. 

Robert Straus, Ph.D. 

Jerome S. Tobis, M.D. 

John H. Venable, M.D. 
Frederick A. Whitehouse, Ed.D. 
Robert D. Wright, M.D. 


SUBCOMMITTEE ON ALCOHOLISM 
John R. Philp, M.D., Chairman, 2151 
Berkeley Way, Berkeley 4, Calif. 


(Committee in process of formation.) 


Environmental Health 

Frank M. Stead, P.E.. Chairman, 2151 
Berkeley Way, Berkeley 4, Calif. 

Harry G. Hanson, M.S. 
William T. Ingram, M.P.H. 
Edward R. Krumbiegel, M.D. 
Jan Lieben, M.D. 
Col. Arthur P. Long, MC, USA 
Daniel A. Okun, Se.D. 
William J. Peeples, M.D. 
Joseph A. Salvato, Jr., PLE. 


SuncomMirree ON Housine anp Heatu 
Edward R. Krumbiegel, M.D.,. Chairman, 
608 City Hall, Milwaukee, Wis. 
(Committee in process of formation) 


SuncomMMirtee ON Procram 
William T. Ingram, M.P.H., Chairman, 20 
Point Crescent, Whitestone 57, N. Y. 
J. Robert Cameron, M.P.H. 
Herbert J. Dunsmore, PE. 
Alfred H. Fletcher, PLE. 
Maleolm C. Hope, M.S. 
Erminie C, Lacey 
Meredith H. Thompson, Dr.Eng. 


Consultant: 


Arthur P. Miller, PLE. 


Health Services in Disaster 

James H. Lade, M.D., Chairman, 84 Holland 
Ave., Albany 8, N. Y. 

William H. Cary, Jr.. CLE. 

Lucy D. Germain, R.N. 

Charles J. Gillooly, D.D.S. 

Robert L. Smith, M.D. 

William W. Stiles, M.D. 


(3 members to be appointed.) 


Medical Care Administration 

James P. Dixon, M.D., Chairman, Antioch 
College. Yellow Springs, Ohio 

James Brindle 

Arthur J. Lesser, M.D. 

Walter J. Pelton, D.D.S. 

Perry F. Prather, M.D. 

Doris Schwartz, R.N. 

Cecil G. Sheps, M.D. 


William R. Willard, M.D. 
Franklin D. Yoder, M.D. 


Consultant: 
Robert T. Hewitt, M.D. 


Mental Health 

Ernest M. Gruenberg, M.D., Chairman, Mil- 
bank Memorial Fund, 40 Wall St., New 
York, N. Y. 

Hyman M. Forstenzer, M.S., Secretary, 1790 
Broadway, New York 19, N. Y. 

Leslie A. Falk, M.D. 

Agnes Fuller, R.N. 

John T. Gentry, M.D. 

Paul V. Lemkau, M.D. 

Brian MacMahon, M.D. 

Charles A. Roberts, M.D. 

Mabel Ross, M.D. 


Consultant: 


Robert H. Felix, M.D. 


SuncOMMITTEE ON Primary PREVENTION 
George James, M.D., Chairman, 125 
Worth St., New York 13, N. Y. 
Gordon Allen, M.D. 
Guido M. Crocetti 
Paul Densen, D.Sc. 
Richard L. Masland, M.D. 
Mary E. Mercer, M.D. 
Charles L. Nord, M.D. 


SUBCOMMITTEE ON SECONDARY PREVENTION 

Charles A. Roberts, M.D., Chairman, Ver- 
dun Protestant Memorial Hospital, 
Montreal, Quebec, Canada 

Leon Eisenberg, M.D. 

Barbara Fish, M.D. 

Harold M. Hildreth, Ph.D. 

Roger Howell, M.D. 

Nathan S. Kline, M.D. 

Lawrence C. Kolb, M.D. 


Consultant: 
Heinz Lehmann, M.D. 


SUBCOMMITTEE ON TERTIARY PREVENTION 

Robert C. Hunt. M.D., Chairman, Hudson 
River State Hospital, Poughkeepsie, 
Y. 

Ralph R. Notman, M.D., Co-Chairman, 10 
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Franklin H. Top, M.D. 


Consultants: 
American Academy of Pediatrics 
Edward C. Curnen, Jr., M.D. 
Conference of Public Health Veterinarians 
James H. Steele, D.V.M. 
Department of Health for Scotland 
Robert Cruickshank, M.D. 
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Office of Civil and Defense Mobilization 
John J. Phair, M.D. 
Pan American Sanitary Bureau 
Alfredo Bico, M.D. 
U. S. Department of Defense 
Ross L. Gauld, M.D. 
World Health Organization 
W. M. Bonne, M.D. 
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tion of State and Provincial Health 
Authorities, and the Public Health 
Service) 

Jessie M. Bierman, M.D. 
Philip E. Blackerby, Jr., D.D.S. 
Thomas Parran, M.D. 


John H. Venable, M.D. 


Liaison Committee with Association of 
State and Territorial Health Officers 
Berwyn F. Mattison, M.D. 
William J. Peeples, M.D. 
James Perkins, M.D. 


Sanitarians’ Joint Council (with the Na- 
tional Association of Sanitarians and 
the International Association of Milk 
and Food Sanitarians) 

A. Harry Bliss, Dr.P.A. (1960) 
Emil T. Chanlett, M.S.P.H. (1961) 
B. Russell Franklin, M.P.H. (1962) 


American Association of Medical Record 


Librarians 
Oswald K. Sagen, Ph.D. 


American Board of Dental Public Health 
Arthur Bushel, D.D.S. 
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American Board of Preventive Medicine 
Charles F. Sutton, M.D. (1962) 
V_ A. Van Volkenburgh, M.D. (1961) 


American Camping Association Legisla- 
tive Committee 


Francis B. Elder, PLE. 


American College of Obstetrics and Gyne- 
cology Study Committee on Use of 
Obstetric Beds 

Isadore Altman, Ph.D. 
Charles H. Rammelkamp, M.D. 
Donaldson F. Rawlings, M.D. 


American Medical Association 
Advisory Council on Medical Education 
James L. Troupin, M.D. 


Joint Committee on Perinatal Mortality and 
Morbidity Study Programs 
Helen M. Wallace. M.D. 
Inter- 


American Sanitary Engineering 


society Board 
Mark D. Hollis, P.E. (1960) 
P. W. Purdom. P.E. (1962) 
Clarence I. Sterling, Jr.. P.-E. (1961) 


American Society of Mechanical Engi- 
neers 
Air Pollution Control Committee 
Arthur C. Stern, P.E. 


American Society for Testing Materials 
Committee on Industrial Water, D-19 
F. Wellington Gilcreas 
Committee on Methods of Atmospheric Sam 
pling and Analysis, D-22 


Frank A. Patty 


American Standards Association 
Construction Standards Board 
J. Lloyd Barron, (1961) 
Nuclear Standards Board 
James G. Terrill, Jr.. P.E. 
Conference on Construction Standards for 
Mobile Homes 
Harold Romer 
Sectional Committee on Allowable Concen- 
trations of Toxie Dusts and Gases, 7-37 
Lewis J. Cralley, Ph.D. 
Sectional Committee on Chemical Engineer- 
ing for the Nuclear Field, N-5 
Lester A. Barrer, Ph.D. 


Sectional Committee on Hazards to Children, 


Z-66 
Martha L, Clifford, M.D. 


Sectional Committee on Places of Outdoor 
Assembly 
Clyde B. Eller 
Sectional Committee on Radiation Protec- 
tion, N-7 
Duncan A. Holaday 
Sectional Committee on Radio-Frequency 
Electromagnetic Radiation Hazards 
George M. Knauf, M.D. 
Sectional Committee on Reactor Safety and 
Disposal of Radioactive Wastes, N-6 
Hanson Blatz 


Sectional Committee on the Safety Code for 

Exhaust Systems, 7-9 
Allen D. Brandt, Se.D. 

Sectional Committee on the Safety Code for 
Industrial Sanitation in Manufacturing 
Establishments 

Robert S. Taggart, P.E. 

Sectional Committee on the Safety Code for 

the Industrial Use of X-Rays, Z-54 
Jack C. Radcliffe, P.E. 

Sectional Committee on Safety in Electric 
and Gas Welding and Cutting Opera- 
tions, 7-49 

Allen D. Brandt, Sc.D. 
Sectional Committee on School Lighting 
Charles C. Wilson, M.D. 
Alternate: 
H. F. Kilander, Ph.D. 

Sectional Committee on Uniform Industrial 

Hygiene Standards, Z-62 
Herbert T. Walworth, M.S. 

Subcommittee on Use and Handling of 
Radioactive Isotopes and High Energy 
Irradiation 

George S. Michaelsen 


U. S. A. Committee for ISO/TC 48. Labera- 


tory Glassware and Related Apparatus 
Leon Buchbinder, Ph.D. 


Baking Industry Sanitation Standards 
Committee 


Abraham FE. Abrahamson 


Biological Stain Commission 


Edmund K. Kline, Dr.P.H. 


Chlorine Institute 


Francis B. Elder, P.E. 


Committee for the Improvement of Pro- 
fessional Preparation in Health Edu- 
cation, Physical Education, and 
Recreation 

Ruth E. Grout, Ph.D. 
Alternate: 
Charles C. Wilson, M.D. 
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' Council of Population and Housing 
Census Users 
William M. Haenszel 


13th International Congress of Occupa- 
tional Health 
Executive Planning Committee 


D. John Lauer, M.D. 


Intersociety Committee on Laboratory 
Services Related to Health 
Henry Bauer, Ph.D. 


Joint Committee on Rural Sanitation 


John E. Kiker, Jr., P.E. 


Joint Committee on Uniformity of Meth- 
ods of Water Examination 
F. Wellington Gilcreas 


Michigan Public Health Association 
Committee on Small Sewage Disposal Facili- 
ties 


Morton S. Hilbert, P.E. 


National Automatic Merchandising Asso- 
ciation 
Public Health Committee 
Ray B. Watts, M.P.H. 


National Committee on Homemaker Serv- 
ice 


Marian R. Stanford, M.D. 


National Conference for Cooperation in 
Health Education 
Charles C. Wilson, M.D. 


National Congress of Parents and 
Teachers 
Advisory Committee on Health 


Thomas E. Shaffer, M.D. 


National Health Council 
Eric W. Mood, M.P.H. 
Fred B. Ragland 
Ernest L. Stebbins, M.D. 


Committee on Health Education 
George Rosen, M.D. 


Committee on Research 


John P. Fox, M.D. 


Committee on State and Local Health Coun- 
ceils 


Muriel Bliss Wilbur, Ph.D. 


National Advisory Committee on Local 
Health Departments 


William A. Brumfield, Jr., M.D. 
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National Institute on Workshop Stand- 


ards 
Claire F. Ryder, M.D. 


National League for Nursing 


Committee on Records, Statistical Reporting 
and Cost Analysis 
Marguerite P. Chapman 
George James, M.D. 


National Research Council 
Advisory Panel to the Committee on Food 
Protection 
Bernard L. Oser, Ph.D. 
Division of Medical Sciences 
James A. Crabtree, M.D. 
Food and Nutrition Board, Liaison Repre- 
sentative 


Adelia M. Beeuwkes 


National Safety Council 
Committee on Films for Safety 
Eugene L. Lehr, C.E. 


Home Safety Conference 


Fred P. Long, M.D. 


1960 Nuclear Congress 
Francis B. Elder, P.E. 


President’s Committee on Employment 
of Physically Handicapped 
Anne M. Bahlke, M.D. 
Ella Oppenheimer, M.D. 


U. S. Department of Commerce 
Standing Committee for Bituminous Coated 
Metal Septic Tanks 
Joseph A. Salvato, Jr., P.E. 


U. S. Department of Health, Education, 
and Welfare 


Pustic Hearty Service 
Committee on Migrants 
Robert M. Brown, P.E. 
Committee to Revise 1946 Drinking Water 
Standards 
Daniel A. Okun, Se.D. 
Technical Committee on Plumbing Stand- 
ards 
William H. Cary, Jr., P.E. 
George W. Schucker 
Food Advisory Committee 
Herbert J. Dunsmore 


World Health Organization 
Fellowship Committee 
Fred L. Soper, M.D. 
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SECTION COMMITTEES 
Dental Health Section 


Ad Hoe Committee on Categorical Grants- 
in-Aid (Joint with American Associa- 
tion of Public Health Dentists) 

Wesley O. Young, D.M.D., Chairman, State 
Board of Health, P. O. Box 640, Boise, 
Idaho. 

Polly Ayers, D.D.S. 

Thomas L. Hagan, D.D.S. 

Harry Ostrow, D.D.S. 

Philip Phair, D.D.S. 


Advisory Committee on Annual Programs 
Zachary M. Stadt, D.M.D., Chairman, P. O. 
Box 871, Martinez, Calif. 
Robert A. Downs, D.D.S. 
Leonard F. Menczer, D.D.S. 
Lloyd F. Richards, D.D.S. 


Committee on Dental Public Health Prae- 

tice 

John M. Frankel, D.D.S., Chairman, Public 
Health Service, 433 West Van Buren St., 
Chicago 7, Il. 

Michael C. Arra, D.D.S. 

Thomas L. Hagan, D.D.S. 

George A, Nevitt, D.D.S. 

Jack R. Vermillion, M.P.H. 


Committee on Local Arrangements 
Lloyd F. Richards, D.D.S., Chairman, 2151 
Berkeley Way, Berkeley 4, Calif. 
FE. L. Ludwig, D.D.S. 
Donald Wallace, D.D.S. 
Allen Willis, D.D.S. 


Committee on Professional Education 
Robert L. Weiss, D.D.S., Chairman, Dart- 
mouth Medical School, Hanover, N. H. 
Helen Ellerby, M.P.H. 
Quentin M. Smith, D.D.S. 
Lawrence Van Kirk, Jr., D.D.S. 
Elizabeth M. Warner, M.P.H. 


Engineering and 


Accident Control Committee 
Henry C. Steed, Chairman, 
Capitol Square, Atlanta, Ga. 
James L. Church, Jr., P.E. 
Eugene L. Lehr, 
Salvatore Miano 


E.H.U., 12 


Air Hygiene Committee 
Frank Tetzlaff, C.E., Chairman, Public 
Health Service, Washington 25, D. C. 
Leslie A. Chambers, Ph.D. 


Committee on Research 
Frank E. Law, D.D.S., Chairman, Public 
Health Service, Washington 25, D. C. 
L. J. P. Calisti, D.D.S. 
J. E. deWever, D.D.S. 
Helen Ellerby, M.P.H. 
Andie L. Knutson, Ph.D. 
Milton Lisansky, D.D.S. 
Toyo Shimizu, D.D.S. 
Grace Scholz, M.S. 
Albert H. Trithart, D.D.S. 


Committee on Resolutions 

Clifton O. Dummett, D.D.S., Chairman, 
Veterans Administration Hospital, Tuske- 
gee, Ala. 

Emanuel Cheraskin, M.D. 

Neal W. Chilton, D.D.S. 

Austin H. Kutscher, D.D.S. 

A. L. Russell, D.D.S. 

I. W. Scopp, D.D.S. 

Joseph F. Volker, D.D.S. 


Membership Committee 
Norman F. Gerrie, D.D.S., Chairman, Public 
Health Service, Washington 25, D. C. 
William J. Braye, D.D.S. 
Harry W. Bruce, D.D.S. 
Viron L. Diefenbach, D.D.S. 
Bruce D. Forsyth, D.D.S. 
John M. Frankel, D.D.S. 
Charles J. Gillooly, D.D.S. 
James F. Lewis, D.D.S. 
George A. Nevitt, D.D.S. 


Nominating Committee 

Polly Ayers, D.D.S., Chairman, Jefferson 
County Board of Health, P. O. Box 2591, 
Birmingham, Ala. 

Donald J. Galagan, D.D.S. 

William P. Kroschel, D.D.S. 

Hugh R. McLaren, D.D.S. 

David F. Striffler, D.D.S. (ex-officio) 


Sanitation Section 


Clyde B. Eller 
Alexander Rihm, Jr., P.E. 
Raymond Smith, M.P.H. 
Frank Stead, P.E. 


Committee on Committees 
P. W. Purdom, P.E., Chairman, 630 City 
Hall Annex, Philadelphia 7, Pa. 
Mark D. Hollis, P.E. 
Clarence I. Sterling, P.E. 
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Education and Training Committee 
Frank A. Butrico, P.E., Chairman, Public 
Health Service, Washington 25, D.C. 
B. Russell Franklin, M.P.H., Co-Chairman 
Robert M. Brown, M.P.H. 
Karl M. Mason, P.E. 


Emergency Sanitation Practices Commit- 

tee 

William H. Cary, Jr., P.E., Chairman, Room 
5136 Municipal Center, Washington 1, 

Merlin E. Damon, M.P.H. 

Andrew T. Dempster, M.P.H. 

Ray L. Derby 

Earl Devendorf, P.E. 

Ernest G. Eggert, P.E. 

Raymond J. Faust, P.E. 

Robert Goeke 

Robert E. Hunt, M.P.H. 

Sidney Katz 

Kenneth C. Lauster 

Lester A. Meis, M.P.H. 

Jerrold M. Michael, M.P.H. 

Kaarlo W. Nasi 

T. T. Quigley 

Charles V. Wright 


Food Protection Committee 

Tom S. Gable, M.P.H., Chairman, Univer- 
sity of Michigan School of Public Health, 
Ann Arbor, Mich. 

Ray B. Watts, M.P.H., Co-Chairman 

Frederick A. Korff 

Keith Lewis, Ph.D. 

Robert McCormick 

George O. Pierce, P.E. 

Morris A. Shiffman, D.V.M. 

Lee D. Stauffer 


Ralph L. Tarbett, M.P.H. 


Fringe Area Sanitation Practices Commit- 

tee 

Joseph A. Salvato, Jr., P.E., Chairman, 
Health Dept., 7th and State Sts., Troy, 

Irving Grossman, P.E. 

Herbert H. Hasson 

H. Clifford Mitchell 

Dixon R. Olive, Jr., M.S.S.E. 

Emanuel H. Pearl, P.E. 

Joseph W. Price, P.E. 

Ivan F. Shull, M.P.H. 

Floyd B. Taylor, P.E. 

Advisers: 
David B. Lee, P.E. 
James R. Simpson, P.E. 


Hospital Facilities Committee 


Donald L. Snow, M.S., Chairman, National 
Institutes of Health, Bethesda 14, Md. 


FEBRUARY, 1960 


COMMITTEES 


James C. Barrett 
Richard G. Bond, M.P.H. 
Richard P. Gaulin 
Lawrence B. Hall 

Louva G, Lenert 

George S. Michaelsen 
Vinson R. Oviatt, M.P.H. 
Morris A. Shiffman, D.V.M. 
Elmer C. Slagle, M.P.H. 


Housing Committee 
Emil A. Tiboni, M.P.H., Chairman, 632 City 
Hall Annex, Philadelphia 7, Pa. 
Monroe F. Brewer, M.P.H. 
Ross W. Buck 
Dan D. Gowings, M.P.H. 
Walter D. Hines 
Eugene L. Lehr, C.E. 
Wayne McKenna 
Charles G. K. Memory 
Eric W. Mood, M.P.H. 
Thad Patrick 
Harold D. Rose 
Edward L. Stockton, P.E. 


Joint Committee on Marine Food Sanita- 
tion 
Robert M. Brown, M.P.H., Chairman, 301 
W. Preston St., Baltimore 1, Md. 


Engineering and Sanitation Section 
Daniel L. Finucane, M.D. 
Albert Fortgang 
Eugene T. Jensen 


John T. R. Nickerson, Ph.D. 


Conference of State Sanitary Engineers 
Robert M. Brown, M.P.H. 
Emil C. Jensen, P.E. 
David B. Lee, P.E. 
J. Ross Menzies 
Worthen H. Taylor 
John E. Trygg, P.E. 


Joint Committee on Swimming Pools 
Clarence W. Klassen, P.E., Chairman, State 
Dept. of Public Health, Springfield, Ill. 


Engineering and Sanitation Section 
Malcolm C, Hope, M.S. 
John E. Kiker, Jr., P.E. 
Walter A. Lyon, P.E. 


Conference of Municipal Public Health 
Engineers 
Henry F. Eich 
Eric W. Mood, M.P.H. 


Conference of State Sanitary Engineers 
Clarence W. Klassen, P.E. 
Ralph C. Pickard, P.E. 
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Membership and Fellowship Committee 
Erie W. Mood, M.P.H.. Chairman, City 
Health Dept.. New Haven 10, Conn. 
J}. Robert Cameron, M.P.H. 
Lewis Dodson, M.S.P.H. 
George H. Eagle, 
Theodore J. Lafreniere, 
Benn J. Leland 
Robert G. MeCall 
P. H. MeGauhey, MLS. 
Joseph F. O'Brien, 
Carl ¢ Potter 
Charles L. Senn 
Harold ©. Taylor 
Meredith H. Thompson, Dr.Eng 
Arthur Wallach, PLE. 


Milk Sanitation Committee 
Morton S. Hilbert, PLE. Chairman, 23730 
Fordson St.. Dearborn, Mich. 
Harold J. Barnum 
Harold B. Robinson, 


Nominating Committee 
Roy J. Boston, C.E.. Chairman, State Office 
Blde., Atlanta 3, Ga. 
John H. Bright 
B. Russell Franklin, 
James A. King, 


Public Relations Committee 

Herbert J. Dunsmore, Chairman, 
Room 624, City-County Bldg.. Pittsburgh 
19, Pa. 

Frank A. Butrico, 

Verdun Randolph, M.P.H. 

Walter F. Snyder 

Jerome B. Trichter 


Radiological Health Committee 
Karl M. Mason, P.E., Chairman, State 
Health Dept.. P. O. Box 90, Harrisburg, 
Pa. 
Harry A. Bliss, Dr.PLA. 
William G. Fredriek, Se.D. 


Jesse Lieberman, P.E. 


Roy J. Morton, P.E. 

Lauriston Taylor 

James G. Terrill, Jr., P.E. 
Meredith H. Thompson, Dr.Eng. 
Nathan H. Woodruff, Ph.D. 


Resolutions Committee 

George O. Pierce, P.E.. Chairman, Room 
5136, 300 Indiana Ave., N.W., Washing- 
ton 1, D.C. 

Franklin H. Fiske, M.S.P.H. 

Alfred H. Fletcher, M.S. 

Mark D. Hollis, P.E. 

Earle W. Sudderth, P.E. 


School Sanitation Committee 
Edward L. Stockton, P.E.. Chairman, 303 
Ionia Ave., N.W., Grand Rapids, Mich. 
George H. Eagle, M.P.H. 
Fred E. Johnston 
B. C. Lueas, M.P.H. 
John H. MeCutchen, M.P.H. 
Lawrence R. Moriarity 


Maurice A. Shapiro, M.P.H. 


Sewage Disposal Committee 
Benn J. Leland, P.E., Chairman, 1800 W. 
Fillmore St.. Chicago 12, Il. 
Paul Bolton, M.P.H. 
Morris M. Cohn, Se.D. 
H. Clifford Mitchell, PE. 
George E. Sy mons, Ph.D. 


Henry R. Thacker 


Water Resources Committee 

Clarence J. Velz, P.E., Chairman, University 
of Michigan School of Public Health, Ann 
Arbor, Mich. 

Edward J. Cleary, P.E. 

Raymond J. Faust, P.E. 

Emil C. Jensen, 

George W. Marx, P.E. 

Gordon E. MeCallum, C.E. 

Harold Romer, M.S.E. 

David F. Smallhorst, P.E. 

Clarence I. Sterling, P.E. 


Epidemiology Section 


Committee on Membership 

Thomas D. Dublin, M.D., Chairman, Room 
105, Bldg. 5, National Institutes of Health, 
Bethesda 14, Md. 

Timothy D. Baker, M.D. 

Robert J. M. Horton, M.D. 

F. Randolph Philbrook, M.D. 

Reuel A. Stallones, M.D. 

Ernest S. Tierkel, V.M.D. 

Frederick H. Wentworth, M.D. 


Committee on Nominations 


Eugene P. Campbell, M.D., Chairman, 4606 
Western Ave., N.W., Washington 16, D. C. 

John C. Cassel, M.B.B.Ch. 

Franklin H. Top, M.D. 


Committee on Resolutions 


Alexander D. Langmuir, M.D., Chairman, 
50 Seventh St., N.E., Atlanta, Ga. 

Joseph A. Bell, Dr.P.H. 

Leonard M. Schuman, M.D. 

Jeremiah Stamler. M.D. 
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COMMITTEES 


Committee on Teaching of Epidemiology Section Planning Committee 
Wendell R. Ames, M.D., Chairman, 44 Mar- Sidney Cobb, M.D., Chairman, University 
shall St., Rochester, N. Y. of Pittsburgh Graduate School of Public 
Robert Dyar, M.D. Health, Pittsburgh, Pa. 
Raymend Seltser, M.D. Donald A. Henderson, M.D. 
Tom F. Whayne, M.D. Brian MacMahon, M.D. 
Ralph S. Paffenbarger, Jr., M.D. 


Food and Nutrition Section 


Committee on Membership and Fellow- Committee to Strengthen the Section 
ship (Committee in process of formation) 


4 Adelia M. Beeuwkes, Chairman, University 
: of Michigan School of Public Health, Ann Joint Committee on Economy and Ef- 
ag Arbor, Mich. ficiency in the Preparation of Infant 
‘ Reginald C. Sherwood, Ph.D. Feeding 
7 Frances N: Shoun, M.P.H. Foop anp Nutrition SECTION 
- Reese H. Vaughn, Ph.D. Marjorie M. Heseltine, Chairman, Chil- 
at dren’s Bureau, Washington 25, D. C. 
2 Committee on Nutrition Information Elspeth Bennett 
a Horace L. Sipple, Ph.D., Chairman, 99 John Cobb, M.D. 
= Park Ave., New York 16, N. Y. Viola Fisher 
oe H. E. O. Heineman F. Inistore Godfrey, M.S. 
i Mary B. Horton Dorothy B. Hacker 
. Robert E. Shank, M.D. Nelle M. Sailor 
% Alice H. Smith, M.S. Calvin Woodruff, M.D. 
Committee on Nutrition Practices MATERNAL AND CuiLp SeEcTION 
. Ruth E. Brennan, M.P.H., Chairman, 651 Pauline G. Stitt, M.D., Chairman, 55 
i Brentwood Blvd., Clayton 5, Mo. Shattuck St., Boston 15, Mass. 
‘ Margaret A. Dunham, MLS. Evelyn E. Hartman, M.D. 
Mary Reeves, M.P.H. Margaret A. Losty, R.N. 
Health Officers Section 
Committee on Membership William C. Harrison, M.D. 
2 Charles F. Sutton, M.D., Chairman, State Andrew Hedmeg, M.D. 
: Dept. of Public Health, Springfield, TI. Floyd I. Hudson, M.D. 
= Robert B. Aiken, M.D. Carl C. Kuehn, M.D. 
r2 Robert E. Archibald, M.D. Charles W. Meinershagen, M.D. 
; Franklyn B. Amos, M.D. John A. Milne, M.D. 
be Jesse B. Aronson, M.D. Lorenzo L. Parks, M.D. 
e Leon Banov, M.D. Guy R. Post, M.D. 
7 M. Leon Bauman, M.D. Benjamin M. Primer, M.D. 
7 J. Howard Beard, Jr., M.D. Mack I. Shanholz, M.D. 
‘a F. R. Nicholas Carter, M.D. Vladimir K. Volk, M.D. 
P40 Terrell O. Carver, M.D. A. M. Washburn, M.D. 
re Roy L. Cleere, M.D. Edwin H. West, M.D. 
tes Erval R. Coffey, M.D. 
is Edward W. Colby, M.D. Committee on Nominations 
a Jeremiah A. Dailey, M.D. Robert E. Coker, Jr., M.D., Chairman, Uni- 
e John C. Dement, M.D. versity of North Carolina School of Public 
* George A. Denison, M.D. Health, Chapel Hill, N. C. 
Ralph Dwork, M.D. Daniel Bergsma, M.D. 
Stanford F. Farnsworth, M.D. Joseph G. Molner, M.D. 
Milton Feig, M.D. Robert G. Webster, M.P.H. 
O. David Garvin, M.D. 
Lloyd M. Graves, M.D. Committee on Professional Training 
James F. Hackney, M.D. William P. Richardson, M.D., Chairman, 
T. Paul Haney, M.D. P. O. Box 758, Chapel Hill, N. C. 
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Margaret W. Barnard, M.D. 
C. Howe Eller, M.D. 

Elmer L. Hill, M.D. 

Henry R. O'Brien, M.D. 
Fred B. Rogers, M.D. 


Committee on Antimicrobial Agents (Dis- 
infectants) 

Nicholas D. Duffett, Ph.D., Chairman, 32 
Municipal Courts Bldg., St. Louis 3, Mo. 

Frank B. Engley, Jr.. Ph.D. 

Lawrence B. Hall, M.E. 

Floyd W. Hartmann, Se.D. 

Keith H. Lewis, Ph.D. 

William G. Walter, Ph.D. 


Committee on Evaluation of Performance 

Aleor S. Browne, Ph.D., Chairman, 2151 
Berkeley Way, Berkeley 4, Calif. 

Rovelle H. Allen, Ph.D., Co-Chairman 

Joel R. Cohen, MLS. 

Martha Michelbacher, Ph.G. 

Elmer L. Shaffer, Ph.D. 

Daniel N. Weitzner 


Committee on Laboratory Infections and 
Accidents 

S. Edward Sulkin, Ph.D... Chairman, 5323 
Harry Hines Blvd., Dallas 19, Tex. 

I ibero Ajello, Ph.D. 

Leon Jacobs, Ph.D. 

Waldemar F. Kirchheimer, M.D. 

Robert M. Pike, Ph.D. 

M. Michael Sigel, Ph.D. 

William G. Walter, Ph.D. 

Herman Wing, M.D. 


Committee on Laboratory Phases of Sani- 
tation 

F. Wellington Gilereas, Chairman, P. O. 
Box 2055, University Station, Gainesville, 
Fla. 

Luther A. Black, Ph.D. 

Floyd W. Hartmann, Se.D. 

Cyril K. Johns, Ph.D. 

Paul W. Kabler, M.D. 

Joseph A. MeCarthy 

Wallace W. Sanderson 

William G. Walter, Ph.D. 


Committee on Membership and Fellow- 


ship 

Genevieve W. Stout, Chairman, P. O. Box 
185, Chamblee, Ga. 

Irma L. Adams 

Albert Dickman, Ph.D. 

William Hausler 

Minnie Schrieber, M.S. 

Morris F. Shaffer, D.Phil. 


Committee on Resolutions 


Laboratory Section 


George James, M.D., 125 Worth St., New 
York 13, N. Y. 

John K. Altland, M.D. 

Ellis D. Sox, M.D. 


Committee on Recruitment and Training 


J. V. Irons, Se.D., Chairman, State Health 
Dept., Austin, Tex. 

Irma L. Adams 

George M. Cameron, Ph.D. 

Albert V. Hardy, M.D. 

Paul W. Kabler, M.D. 

Rebert A. MacCready, M.D. 

C, A, Perry, Se.D. 

James E. Prier, D.V.M. 

Jean Puffer 

Elizabeth D. Robinton, Ph.D. 

Alfred J. Weil, M.D. 


Committee on Research in Public Health 


Laboratories 
George D. Cummings, Ph.D., Chairman, 
State Health Department, Lansing, Mich. 
Ralph B. Hogan, M.D., Co-Chairman 
William W. Ferguson, Ph.D. 
George E. Foley 
James Gibbard, MLS. 
Harry B. Harding, M.D. 
Charles A. Hunter, Ph.D. 
J. V. Irons, Se.D. 
Leonard Karel, Ph.D. 
Edwin H. Lennette, M.D. 


Committee on Sanitation of Utensils 


William G. Walter, Ph.D., Chairman, State 
College, Bozeman, Mont. 

Robert Angelotti, Ph.D. 

Edward H. Armbruster 

F. Wellington Gilcreas 

Warren Litsky, Ph.D. 

Richard D. O'Neill. Ph.D. 

Alan D. Tennant, Ph.D. 


Committee on Standardization of Re- 


agents 

Paul Fugazzotto, Ph.D.. Chairman. Public 
Health Laboratories, Municipal Hospital, 
Pittsburgh, Pa. 

Alcor S. Browne, Ph.D. 

James R. Copeland 

Wartield Garson, M.D. 

Louis Gershenfeld, D.Se. 

Frederick R. Kronenwett, Ph.D. 

Max Levine, Ph.D. 

Carolyn E. Marquiss 

Nicholas A. Milone 

Nathan Nagle. M.P.H. 

Elaine L. Updyke, Se.D. 
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Committee on Staphylococcal Phage Typ- 


ing 
Earle K. Borman, M.S., Chairman, P. O. 
Box 2340, Hartford 1, Conn. 
John E. Blair, Ph.D. 
Howard L. Bodily, Ph.D. 
Alcor S. Browne, Ph.D. 
Evan T. Bynoe, Ph.D. 
Jean-Mare Desranleau 
Valerie Hurst, Ph.D. 
George Gee Jackson, M.D. 
Vernon Knight, M.D. 
Marie Mulhern 
Elaine L. Updyke, Se.D. 
Robert I. Wise, M.D. 


Liaison Committee 
Morris Scherago, D.V.M., Chairman, Uni- 
versity of Kentucky, Lexington, Ky. 
George M. Cameron, Ph.D. 


Lionel E. Elkerton, M.D. 


Committee on Evaluation of Maternal 
and Child Health and Crippled Chil- 
ren’s Programs 

Alice D. Chenoweth, M.D., Chairman, Chil- 
dren’s Bureau, Washington 25, D. C. 

Alice F. Brackett, R.N. 

Agnes Fuller, R.N. 

Ruth B. Howard, M.D. 

Ella Langer, M.D. 

Matthew Tayback, Sc.D. 

Renee Zindwer, M.D. 


Committee on Legislation 
Paul A. Harper, M.D., Chairman, 615 N. 
Wolfe St.. Baltimore, Md. 
Ruth B. Howard, M.D. 
Jack Sabloff, M.D. 


Committee on Maternity Care 
Donaldson F. Rawlings, M.D., Chairman, 
2048 Greenbriar St., Springfield, Tl. 
Goldie B. Corneliuson, M.D. 
Theodore A. Montgomery, M.D. 
Martha A. O'Malley, M.D. 
Madeleine Y. Phaneuf, M.D. 


Committee on Nominations 
R. Gerald Rice, M.D., Chairman, State 
Health Dept., Harrisburg, Pa. 
(Committee in process of formation) 


Committee on Population Control 
Geoffrey M. Martin, M.D., Chairman, State 
Board of Health, Topeka, Kans. 

(Committee in process of formation) 
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Maternal and Child Health Section 


COMMITTEES 


Roderic D. Hamblin 

Albert V. Hardy, M.D. 

Earl E. Long, M.S. 

Joseph N. Murphy, M.S.P.H. 
Carolyn Roth, M.P.H. 


Nominating Committee 
Howard L. Bodily, Ph.D., Chairman, 2151 
Berkeley Way, Berkeley 4, Calif. 
Lionel E. Elkerton, M.D. 
F. Wellington Gilcreas 
Erwin Neter, M.D. 


Program Committee 

Erwin Neter, M.D., Chairman, Children’s 
Hospital, Buffalo 22, N. Y. 

Morris F. Shaffer, D.Phil., Co-Chairman 
Howard L. Bodily, Ph.D. 
Irving Gordon, M.D. 

Floyd W. Hartmann, Sc.D. 

Theodore A, Olson, Ph.D. 


Committee on Program 
Alice D. Chenoweth, M.D., Chairman, Chil- 
dren’s Bureau, Washington 25, D. C. 
Jessie M. Bierman, M.D. 
John A. Lichty, M.D. 
Edith P. Sappington, M.D. 
Renee Zindwer, M.D. 


Committee on Recruitment 
Goldie B. Corneliuson, M.D., Chairman, 
State Health Dept., Lansing, Mich. 


(Committee in process of formation) 


Committee on Relationships Between 
Schools of Public Health and Ma- 
ternal and Child Health and Crip- 
pled Children’s Field Services 

Donald C. Smith, M.D., Chairman, Univer- 
sity of Michigan School of Public Health, 
Ann Arbor, Mich. 

Jessie M. Bierman, M.D. 

Sidney Chipman, M.D. 

Goldie B. Corneliuson, M.D. 

Leslie Corsa, Jr., M.D. 

Carlton Dean, M.D. 

Martha M. Eliot, M.D. 

Paul A. Harper, M.D. 

Arthur Lesser, M.D. 

R. Gerald Rice, M.D. 

Abraham R. Rosenfield, M.D. 

Jean R. Stifler, M.D. 

Helen M. Wallace, M.D. 

Samuel M. Wishik, M.D. 


Committee on Resolutions 
Alfred Yankauer, Jr., M.D., Chairman, 84 
Holland Ave., Albany 8, N. Y. 


(Committee in process of formation.) 


Joint Committee on Economy and Effi- 
ciency in Infant Feeding 


Marernat Cuttp Heattu Section 
Pauline G. Stitt. M.D., Chairman, 55 
Shattuck St., Boston 15, Mass. 
Evelyn E. Hartman, M.D. 
Margaret A. Losty, R.N. 


Foop anp Nutrition Secrion 
Marjorie M. Heseltine, Chairman, Chil- 
dren’s Bureau, Washington 25, D. C. 
Elspeth Bennett 
John Cobb, M.D. 
Viola Fisher 
F. Inistore Godfrey, M.S. 
Dorothy B. Hacker 
Nelle M. Sailor 
Calvin Woodruff, M.D. 


Joint Committee on Future Direction of 
the Maternal and Child Health Sec- 
tion 


AND Cuitp Heatru Secrion 
Paul A. Harper, M.D. 
Georgia B. Perkins, M.D. 


ASSOCIATION OF STATE MATERNAL AND 
Hearrn Cripptep CHIL- 
DREN'S 

Leslie Corsa, Jr., M.D. 
Jean R. Stifler, M.D. 


ProcramM Committee on Cuitp 
Alan Foord, M.D. 
William M. Schmidt, M.D. 


Liaison Committee with Medical Care 

Section 

William M. Schmidt, M.D., Chairman, 55 
Shattuck St., Boston 15, Mass. 

Caroline H. Elledge 

Arthur Lesser, M.D. 

Donald C. Smith, M.D. 

Ruth G. Taylor, R.N. 

Elizabeth L. Watkins, M.S. 


Liaison to APHA Commitiees 

Martha L. Clifford, M.D... Evaluation and 
Standards 

Catherine M. Casey, M.S., Mental Health 

Leslie Corsa, Jr.. M.D., Research Policy 

Carlton Dean, M.D., Chronic Disease and 
Rehabilitation 

Theodore A. Montgomery, 
Health Services 

William E. Mosher, M.D.. Accident Preven- 
tion 


M.D... Local 


Medical Care Section 


Committee on Membership and Regional 

Activities 

Lorin E. Kerr, M.D... Chairman, 907 Fif- 
teenth St.. N.W., Washington 5, D.C. 

Murillo Villela Bastos, M.D. (South Amer- 
wal 

Thomas J. Berret (Pa.) 

Bedford W. Bird (Tenn., Ky.) 

Sterling B. Brinkley, M.D. (Conn., R. 

Paul B. Cornely, M.D. (Washington, D. C.; 
Md.: Va.) 

Adriane V. Duffy, MLS. ON. J., Dela.) 

Reinaldo A. Ferrer, M.D. (Puerto Rico) 

William L. Fleming, M.D. ON. S.C.) 

Donald K. Freedman, M.D. (Calif.; Ariz.; 
Nev.; Hawaii) 

Philip J. Gillette, M.P.H. (Wash.: Alaska; 
Idaho: Ore.) 

David A. Gee, M.H.A. (Mo.: lowa: Kans.; 
Neb.) 

James T. Hart, Jr. CW. Va.) 

Allen N. Koplin, M.D. (Ala.: Miss.: La.) 

Walter J. Lear, M.D. (New York City, New 
York State) 


Sidney S. Lee, M.D. (Mass.: Maine: N. H.; 
Vt.) 
Leon J. Niemiec, M.S. (Fla., Ga.) 
Vlad F. Ratay (Colo.: N. M.: Mont.; Utah; 
Wyo.) 
Leonard S. Rosenfeld, M.D. (Mich.) 
Leif Thorne-Thomsen (TIL, Wis.) 
I. Glenn Wilson (Ohio, Ind.) 
- (Ark.: Okla.: Tex.) 
(Minn.: N. D.: S. DL) 
Committee on Racial Integration in 
Health Services 
Walter J. Lear, M.D.. Chairman, 625 Madi- 
son Ave., New York 22, N.Y. 
Adelbert L. Campbell, M.P.H. 
Duncan W. Clark, M.D. 
J. Douglas Colman, M.E. 
Paul B. Cornely, MLD. 
Allen N. Koplin, M.D. 
George G. Reader, M.D. 
Robert Sigmond 


Aubrey Williams 
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Joint Committee on Medical Care 
Workmen’s Compensation 


Mepicat Care Section 
Gordon H. Hatcher, M.D. 
Margaret C. Klem 
Jerome Pollack 
Louis S. Reed, Ph.D. 


OccupaTIONAL HEALTH SecTION 
Herbert K. Abrams, M.D. 
Lester M. Petrie, M.D. 
Howard L. Reed, M.D. 


Liaison Committee with Maternal and 
Child Health Section 
Mary Lee Ingbar, Ph.D., Chairman, 55 
Shattuck St., Boston 15, Mass. 
Pearl Bierman 


Membership Committee 
Dorothea L. Dolan, M.A., Chairman, Room 
200, 69 W. Washington St., Chicago 2, 
lll. 
Robert E. Thomas, M.D. 


Nominating Committee 
Elias J. Marsh, M.D., Chairman, State Office 
Bldg., Hartford, Conn. 
Ruth G. Cumings, R.N. 
Alan D. Miller, M.D. 


Program Planning Committee 
Alan D. Miller, M.D., Chairman, Room 551, 
621 17th St., Denver 2, Colo. 


Committee on Membership 

Melvin M. Udel, M.D., Chairman, 137 E. 
19th St., New York 3, N. Y. 

Gilbeart H. Collings, Jr., M.D. 

Lee B. Fosdick, M.S. 

James W. Hammond, M.S. 

Ernest Mastromatteo, M.D. 

Frances Patton, R.N. 

Lester M. Petrie, M.D. 


Committee on Nominations 
Robert H. Flinn, M.D., Chairman, Public 
Health Service, 1014 Broadway, Cincinnati 
2, Ohio 
Herman J. Bennett, M.D. 
Harry E. Seifert, C.E. 


Committee on Regulations and Legisla- 
tion 

Victoria M. Trasko, Chairman, 1014 Broad- 

way, OHFH, Cincinnati 2, Ohio 


FEBRUARY, 1960 


Mental Health Section 


Occupational Health Section 


COMMITTEES 


Henry C. Daniels 
Alice B. Tobler, M.D. 
Alonzo S. Yerby, M.D. 


Nominating Committee 

S. J. Axelrod, M.D., Chairman, University 
of Michigan School of Public Health, Ann 
Arbor, Mich. 

Nathan Kramer 

William A. MacColl, M.D. 

Frederick D. Mott, M.D. 

Lucille M. Smith 

Leslie A. Falk, M.D. (ex-officio) 


Resolutions Committee 
I. S. Falk, Ph.D., Chairman, R.D. 1, Ston- 
ington, Conn. 
Henry C. Daniels 
Caldwell B. Esselstyn, M.D. 
Cecil G. Sheps, M.D. 


Henrik L. Blum, M.D. 
Joseph J. Downing, M.D. 
Irene A. Kohl, M.S.W. 
Martin Levine, Ph.D. 
Dorine J. Loso, R.N. 
Ruth E. Simonson, R.N. 


Resolutions Committee 
Stanley F. Yolles, M.D., Chairman, 1802 
Alberti Drive, Silver Spring, Md. 
Florence M. Burnett, R.N. 
Marvin E. Perkins, M.D. 


SuBcoMMITTEE ON LABELING 
Joseph E. Flanagan, Jr., Chairman, Taft 
Sanitary Engineering Center, 4676 Co- 
lumbia Parkway, Cincinnati 26, Ohio 
Heinrich Brieger, M.D. 
Bernard E. Conley, Ph.D. 


SUBCOMMITTEE ON RADIATION 
Lester A. Barrer, Ph.D. 
Jan Lieben, M.D. 


SUBCOMMITTEF ON INDUSTRIAL HYGIENE 
William G. Fredrick, Se.D. 
James P. Hughes, M.D. 
May R. Mayers, M.D. 


ON PoLLutTion Leeisia- 
TION 
Arthur C, Stern, M.S. 
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ON WorKMEN’S CoMPENSA- 
Robert P. Gleason, MLS. 
Edward R. Hawkins, M.D. 
John J. Ritter, C.MLA. 


Committee on Resolutions 

Lewis J. Cralley, Ph.D., Chairman, Public 
Health Service, 1014 Broadway, Cincinnati 
2, Ohie 

Herman J. Bennett, MLD. 

Warren A, Cook 


Committee on Assistance to Libraries 
Alfred E. Kessler, M.S.P.H., Council Liaison 
Muriel B. Wilbur, Ph.D., Chairman, C.C.LS., 

333 Grotto Ave., Providence 6, R. L 


Committee on Purposes and Functions 
of Section and Relationships to 
APHA 

William Griffiths, Ph.D., Council Liaison 

Mabel FE. Rugen, Ph.D., Chairman, Univer- 
sity of Michigan School of Public Health, 
Ann Arbor, Mich. 

Robert A. Bowman, Ph.D., Co-Chairman 

Ralph H. Boatman, Ph.D. 

Eugene Cox 

M. Elizabeth Davis, M.S.P.H. 

Mayhew Derryberry, Ph.D. 

Vivian V. Drenckhahn, M.P.H. 

Margaret Drennan, M.S.P.H. 

Donald A. Dukelow, M.D. 

Irene Ann Fahey, M.P.H. 

William J. Hixon, MLS. 

Hugh R. Leavell, M.D. 

William S. Robinson, MLS.P.H. 

George Rosen, M.D. 

Eunice N. Tyler, Ph.D. 


Committee on Relationship of the Section 
to Technical Development Board 
Morey R. Fields, Ed.D., Chairman, 125 

Worth St.. New York 13, 
Harold S. Diehl, M.D., Vice-Chairman 
Agnes E. Gerding, M.P.H. 

Beulah Gutenstein 

Grace L. Hewell, Ed.D. 
Daniel Horn, Ph.D. 

Anne M. Newman 

Morton A. Seidenfeld, Ph.D. 
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Public Health Education Section 


Joint Committee on Medical Care in 
Workmen’s Compensation 


OccuPpATIONAL HEALTH SECTION 
Herbert K. Abrams, M.D. 
Lester M. Petrie, M.D. 
Howard L. Reed, M.D. 


Meptcat Care Secrion 
Gordon H. Hatcher, M.D. 
Margaret C. Klem 
Jerome Pollack 

Louis S. Reed, Ph.D. 


Committee to Up-Date Manual 
M. Elizabeth Davis, M.S.P.H., Chairman, 
State Board of Health, Columbia, S. ©. 
(Committee in process of formation.) 


Membership Committee 
Wallace C. Fulton, M.P.H., Council Liaison 
Myrton L. McDonald, M.A., Chairman, 2616 

Salerno Drive, Dallas 24, Tex. (Tex) 
Lewis W. Andrews, M.P.H., Vice-Chairman 
(Kans.) 
William Anderson, M.P.H. (Canada) 
Helen L. Becker (Neb.) 
Franklin K. Brough, M.P.H. (Utah) 
Robert H. Conn, M.P.H. (Pa.) 
Cristela Delgado-Murphy (Puerto Rico) 
John B. Dibeler, M.P.H. (N. Y.) 
Mary Fitzgerald, M.S. (Mass. ) 
Betty Gardiner, M.S. (Fla.) 
Naomi H. Kalajan, M.P.H. ( Ariz.) 
George T. Nilson, M.P.H. (Me.) 
Desmond O'Hara (Washington, D. C.) 
Anna J. Rolfe, M.P.H. (Calif.) 
Kenneth Ross (Ore.) 
Caroline E. Ward, M.P.H. (TIL) 


Newsletter Committee 
M. Elizabeth Reed, R.N., Chairman, State 
Board of Health, Jacksonville, Fla. 
Howard E. Hough, M.P.H., Vice-Chairman 
Angeles Cebollero, M.S.P.H. 
Milton Geyer 
Joyce Hopp, M.P.H. 
Esther P. Huseman 
Clarence E. Pearson, M.S.P.H. 
Virginia Pence, M.P.H. 
Robert J. Utzinger, M.P.H. 
Mer! I. Whorlow, M.P.H. 
Alton E, Wilson, M.P.H. 
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COMMITTEES 


Rosalyn Mae Mervis, M.P.H. 


Nominating Committee 


Pauline K. Matthis, M.P.H., Council Liaison Lucretia A. Saunders, M.P.H. 
Norma Johannis, M.P.H., Chairman, 1422 Harlan Stricklett 
Grant St., Denver, Colo. Caroline S. Wishik, M.S.P.H. 
Ruth E. Grout, Ph.D., Vice-Chairman 
K. Elizabeth Anderson, M.A. Resolutions Committee 
Ralph H. Boatman, Ph.D. George M. Stenhouse, M.S.P.H., Council 
Claudia B. Galiher Liaison 
Frances Kord Jeanette J. Simmons, Chairman, 635 Jeffer- 
Lula Belle Rich, M.S.P.H. son Bldg., Arlington -Towers, Arlington, 
Rae K. Shoemaker Va. 
Pauline K. Matthis, M.P.H. (ex-officio) Otto Kuscher, Jr., M.Ed., Vice-Chairman 
Mary R. Armstrong, M.S. 
Program Suggestions Committee Mary F. Arnold, M.P.H. 
Malcolm A. Mason, M.P.H., Chairman, 1724 Marion T. Bryant, M.P.H. 
N. Winfield St., Indianapolis, Ind. Elta Mae Mast, M.S.P.H. 
Henriette Strauss, M.S., Vice-Chairman Alice I. Porter, M.P.H. 
Ida L. Brugnetti, M.P.H. Thomas E. Roberson, M.S.P.H. 
Ben D. Kiningham, Jr., M.P.H. Sara C. Stice 
Beatrice Mair, M.P.H. Maude J. Yancey, Ed.D. 


Public Health 


Nursing Section 


Committee on Membership Olivia Smythe, R.N. 
Ethel R. Jacobs, R.N., Chairman, 1330 W. Alice M. Sundberg, R.N. 
Michigan St., Indianapolis 7, Ind. Anne M. Thomson, R.N. 
Isabel Black 
E. Alice ( lark, R.N. Committee on Nursing Studies and Re- 
Johanna E. Kennedy search 
Olive M. Klump (Committee in process of formation.) 


Thelma Luther 


Committee on Nominations Committee on Resolutions 


Marion I. Murphy, R.N., Chairman, Univer- Patricia Walsh, R.N., Chairman, 2335 Yost 
sity of Minnesota School of Public Health, Blvd., Ann Arbor, Mich. 
Minneapolis, Minn. Edna J. Brandt, R.N. 

Christine Mackenzie, R.N. Anne Burns, R.N. 


Emilie G. Sargent, R.N. Isabelle Ryer, R.N. 


School Health Section 


Committee on Juvenile Delinquency Carl L. Anderson, Dr.P.H. 


Carl L. Anderson, Dr.P.H., Chairman, Donald N. Boydston, Ed.D. 
Oregon State College, Corvallis, Ore. Arthur L. Harnett, Ed.D. 

Naomi Allenbaugh, M.A. Howard S. Hoyman, Ed.D. 

Rev. William L. Donovan, M.A. S. S. Lifson, M.P.H. 

Frances K. Harding, M.D. J. Keogh Rash, H.S.D. 

S. S. Lifson, M.P.H. Elena M. Sliepcevich, D.P.E. 

Albert N. Meyerstein. M.D. Warren H. Southworth, Dr.P.H. 

Charles L. Outland, M.D. Arthur H. Steinhaus, Ph.D. 

Katherine Rahl, M.A. Catherine E. Vavra, M.P.H. 


Harriett B. Randall, M.D. 
Robert D. Russell, Ed.D. tommittee on Research 
Elsa Schneider, M.S. Maurice M. Osborne, Jr.. M.D., Chairman, 


- 


Health Dept., Brookline, Mass. 
Committee on Professional Preparation William H. Creswell, Jr.. Ed.D. 
H. Frederick Kilander. Ph.D., Chairman, Eugene H. Guthrie, M.D. 
New York University, Washington Square, Jessie H. Haag, Ed.D. 
New York 3, N. Y. Howard S. Hoyman, Ed.D. 
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Leslie W. Irwin, Ph.D. 

Edward B. Johns, Ed.D. 

Edith M. Lindsay, Ed.D. 

J. Keogh Rash, H.S.D. 

Esther D. Sehulz, MLS. 

Elena M. Sliepeevich, D.P-.E. 
Wesley M. Staton, Ed.D. 
Warren H. Southworth, Dr.P.H. 


Committee on School Health Services 


Jennelle V. Moorhead, M.S., Chairman, Ore- 
gon State System of Higher Education, 
Eugene, Ore. 

Helen l ° Bec ker 

Roy Davis 

Julius C. Hedden, M.D. 

Harold H. Mitchell, M.D. 

Leonard C. Murray, Ph.D. 

Mary T. Peacock, M.A. 

Catherine G. K. Ribuffo, RN. 

Perry Sandell, M.Ed. 

Carl Shultz, M.D. 

Joyee W. Hopp, \LP.H. 


Editorial Committee 


Alice Sehriver, Ed.D., Chairman, Woman's 
College, University of North Carolina, 
Greensboro, N. C. 

Joy G. Cauffman, Ph.D. 

Harold J. Cornacchia, Ed.D. 

Roy Davis 

Roy A. Foster, H.S.D. 

Marian M. Hamburg, Ed.D. 

Robert A. MeGuigan, M.D. 

Perry Sandell, M.Ed. 

Helen N. Smith 

Wesley M. Staton, Ed.D. 

Wilfred C. Sutton, Ed.D. 

Ronald G. Thomson, Ed.D. 

Catherine E, Vavra, M.P.H. 

Helen T. Watson, R.N. 

Wallace Ann Wesley, H.S.D. 


Health Instruction Committee 


Mary E. Spencer, Ph.D., Chairman, 2 Ferry 
St., Malden 48, Mass. 
Lillian B. Davis, Se.D. 
William P. Eck, MLS. 
Margaret J. M. Greenslade 
Dora A. Hicks, Ed.D. 
Mercedes Gugisberg, M.S. 
Jessie H. Haag, Ed.D. 
Grace D. Kennan, M.S. 
Edith R. Lindly, Ed.D. 
Elizabeth McHose, Ed.D. 


Frances H,. Pitts, M.P.H. 

Mary B. Rappaport, R.N. 
Harold Walker, Ph.D. 

Lloyd E. Webster, M.A. 
Marjorie A. C. Young, Dr.P.H. 


Healthful School Living Committee 

Mary B. Rappaport, R.N., Chairman, State 
Education Dept., Albany, N. Y. 

Patrick J. Carolan 
William H. Creswell, Jr., Ed.D. 
Mildred E. Doster, M.D. 
Roy A. Foster, H.S.D. 
Patricia Hill, M.P.H. 
Terence McDonald 
Nancy M. Poe, Ed.D. 
Warren H. Southworth, Dr.P.H. 
Doris A. Tianen 


Elizabeth A. Wilson, Ph.D. 


Membership Committee 
Jessie H. Haag, Ed.D., Chairman, 815 E. 
16th St., Austin, Tex. 
Edward J. Dvorak, M.Ed. 
Florence M. Hellman 
Dora A. Hicks, Ed.D. 
Frederick J. Holter, Ph.D. 
Doris A. Tianen 


Nominations Committee 
Howard S. Hoyman, Ed.D., Chairman, Uni- 
versity of Illinois, Urbana, Il. 
Kathryn E. Brandon, M.D. 
Edward B. Johns, Ed.D. 
Cyrus H. Maxwell, M.D. 
Samuel B. McPheeters, M.D. 
Charles L. Outland, M.D. 
Catherine G. K. Ribuffo, R.N. 
Elena M. Sliepcevich, D.P.E. 


Operating Code Committee 
Fred V. Hein, Ph.D., Chairman, 535 N. 
Dearborn St., Chicago 10, Til. 
Jennelle V. Moorhead, M.S. 
Elena M. Sliepceevich, D.P.E. 
Charles C. Wilson, M.D. 


Resolutions Committee 

Perry Sandell, M.Ed., Chairman, American 
Dental Association, 222 E. Superior St., 
Chicago 11, Il. 

Donald N. Boydston, Ed.D. 

Wesley P. Cushman, Ed.D. 

Fred V. Hein, Ph.D. 

Patricia J. Hill, M.P.H. 

Bernice R. Moss, Ed.D. 
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Committee on Medical Certification of 

Causes of Death 

Carl L. Erhardt, Chairman, 125 Worth St., 
New York, N. Y. 

Marjorie T. Bellows, M.S.P.H. 

Harry Lynch 

I. M. Moriyama, Ph.D. 

Nora P. Powell 


Alfred H. Sellers, M.D. 


Committee on Membership and Directory 
Anthony M. Lowell, M.P.H., Chairman, New 
York Tuberculosis and Health Associa- 
tion, 260 Fourth Ave., New York 10, N. Y. 
Hazel V. Aune 
Henry G. Page, M.P.H. 
Margaret E. Rice 


Committee on Program 

F. M. Hemphill, Ph.D., Chairman, Room 
314, 7401 Wisconsin Ave., Bethesda 14, 
Md. 

Theodore D. Woolsey, Vice-Chairman 

Ann Dillon, M.S.P.H. 

Lillian R. Elveback, Ph.D. 

Monroe Lerner 


Robert G. Webster, M.P.H. 


Committee on Recruitment and Training 
Felix E. Moore, Chairman, University of 
Michigan School of Public Health, Ann 
Arbor, Mich. 
Hazel V. Aune 
Jacob E. Bearman, Ph.D. 
William R. Gaffey, Ph.D. 
Margaret F. Shackelford, M.S. 


Dental Health Section 
(Organized 1943) 

Carl L. Sebelius, D.D.S., Chairman, Dept. of 
Health, Cordell Hull Bldg., Nashville, Tenn. 

Wesley O. Young, D.M.D., Vice-Chairman, 
Dept. of Public Health, Box 640, Boise, 
Idaho 

David F. Striffler, D.D.S., Secretary, P. O. Box 
711, Santa Fe, N. M. 

Philip E. Blackerby, Jr., D.D.S. (1961) 

Viron L. Diefenbach, D.D.S. (1961) 

Donald J. Galagan, D.D.S. (1962) 

Quentin M. Smith, D.D.S. (1960) 

Albert H. Trithart, D.D.S. (1960) 

Elizabeth M. Warner, M.P.H. (1962) 


FEBRUARY, 1960 


Statistics Section 


SECTION COUNCILS 1959-1960 


COMMITTEES 


Committee on Resolutions 
Louis Weiner, Chairman, 125 Worth St., 
New York 13, N. Y. 
Helen C. Chase, M.S. 
Lillian Guralnick, M.Se. 


Committee on Statistical Standards 
Isidore Altman, Ph.D., Chairman, University 
of Pittsburgh Graduate School of Public 
Health, Pittsburgh 13, Pa. 
Jerome Cornfield 


Howard West, M.P.H. 


Committee on Vital and Health Statistics 

Monographs 

Mortimer Spiegelman, Chairman, One Madi- 
son Ave., New York 10, N. Y. 

Paul M. Densen, D.Se. 

Robert D. Grove, Ph.D. 

Clyde V. Kiser, Ph.D. 

‘elix E. Moore 

George Rosen, M.D. 

William Stewart, M.D. 

Conrad Taeuber, Ph.D. 

Paul Webbink 

Donald Young, Ph.D. 


Nominations Committee 

Marjorie T. Bellows, M.S.P.H., Chairman, 
American Heart Association, 44 E, 23rd 
St., New York 10, N. Y. 

Lillian R. Elveback, Ph.D. 

William M. Haenszel, M.A. 

Louis P. Hellman 

F. M. Hemphill, Ph.D. (ex-officio) 


Engineering and Sanitation Section 
(Organized 1911) 


William C. Gibson, M.P.H., Chairman, Uni- 
versity of Michigan School of Public Health, 
Ann Arbor, Mich. 

P. W. Purdom, P.E., Vice-Chairman, 319 E. 

Durham St., Philadelphia 19, Pa. 

James A. King, M.P.H., Secretary, National 
Institutes of Health, Room 307, Bldg. 1, 
Bethesda 14, Md. 

A. Harry Bliss, Dr.P.A. (1962) 

Herbert M. Bosch, M.P.H. (1960) 

Wesley E. Gilbertson, M.S.P.H. (1961) 

Louva G. Lenert (1962) 

Jerome B. Trichter (1961) 

Ray B. Watts, M.P.H. (1960) 
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Epidemiology Section 
(Organized 1929) 


Philip E. Sartwell, Chairman, 615 N. 
Wolfe St, Baltimore, Md. 

James Watt, M.D... Vice-Chairman, National 
Heart Institute, Bethesda 14, Md. 

Arthur ©, Hollister, M.D.. Secretary, 2151 
Berkeley Way, Berkeley 4, Calif. 

Eugene P, Campbell, M.D. (1960) 

Sidney Cobb, M.D. (1962) 

Fhomas D. Dublin, M.D. (1961) 

Carl M. Eklund, M.D. (1960) 

John P. Fox, M.D. (1961) 

Alexander D. Langmuir, M.D. (1962) 


Food and Nutrition Section 
(Organized 1917) 


Franklin ©. Bing, Ph.D., Chairman, 30 N. 
LaSalle St., Chicago, Il. 

Robert E. Olson, M.D., Vice-Chairman, Uni- 
versity of Pittsburgh Graduate School of 
Public Health, Pittsburgh, Pa. 

Dorothy M. Youland, M.S., Secretary, Indian 
Health Area Office, P. O. Box 2143, Billings. 
Mont. 

\. June Bricker, M.S., Secretary-Elect, One 
Madison Avenue, New York 10, N. Y. 

Ruth Brennan, M.S. (1961) 

Cecil Dunn, Ph.D. (1960) 

Ercel Eppright, Ph.D. (1960) 

Ruth L. Huenemann, D.Se. (1962) 

James M. Hundley, M.D. (1962) 

Horace Sipple, Ph.D. (1961) 


Health Officers Section 
(Organized 1908) 


John J. Hanlon, M.D., Chairman, 519 City 
Hall Annex, Philadelphia, Pa. 

Ellis D. Sex, M.D., Vice-Chairman, 101 Grove 
St., San Franciseo 2, Calif. 

Harald M. Graning. M.D., Secretary, Public 
Health Service, 42 Broadway, New York, 
N. Y. 

Robert N. Barr, M.D. (1961) 

Daniel Bergsma, M.D. (1960) 

Robert E. Coker, Jr., M.D. (1962) 

J. W. R. Norton, M.D. (1960) 

Emil E. Palmquist, M.D. (1961) 

John H. Venable, M.D. (1962) 


Laboratory Section 
(Organized 1899) 


Albert V. Hardy, M.D., Chairman, State Board 
of Health, P. O. Box 210, Jacksonville, Fla. 

William G. Walter, Ph.D., Vice-Chairman, 
Montana State College, Bozeman, Mont. 

Erwin Neter, M.D., Secretary, Children’s Hos- 
pital, Buffalo, N. Y. 
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Aleor S. Browne, Ph.D. (1961) 
George D. Cummings, M.D. (1962) 
F. Wellington Gilereas (1961) 
Irving Gordon, M.D. (1962) 
Morris F. Shaffer, D.Phil. (1960) 
S. Edward Sulkin, Ph.D. (1960) 


Maternal and Child Health Section 
(Organized 1921) 


Leslie Corsa, Jr.. M.D.. Chairman, 3301 S. 
Lucile Lane, Lafayette, Calif. 

Madelene M. Donnelly, M.D., Vice-Chairman, 
Department of Public Health, State House, 
Des Moines, lowa 

Alice Chenoweth, M.D., Secretary, Children’s 
Bureau, Washington 25, D. C. 

Katherine Bain, M.D. (1962) 

Goldie B. Corneliuson, M.D. (1961) 

Ruth B. Howard, M.D. (1960) 

Jean Pakter, M.D. (1961) 

Donald C. Smith, M.D. (1962) 

Louis Spekter, M.D. (1960) 


Medical Care Section 
(Organized 1948) 


James OTH. Brindle, Chairman, 8000 E. Jeffer- 
son St., Detroit, Mich. 

Caldwell B. Esselstyn, M.D... Vice-Chairman, 
454 Warren St., Hudson, N. Y. 

Leslie A. Falk, M.D., Secretary, 507 Liberty 
Ave., Pittsburgh 22, Pa. 

Henry C. Daniels, M.A., Secretary-Elect, 19 
Sherman Ave., Takoma Park, Md. 

IS. Falk, Ph.D. (1961) 

tonas N. Muller, M.D. (1960) 

Mildred C. J. Pfeiffer, M.D. (1960) 

George G. Reader, M.D. (1962) 

Cecil G. Sheps, M.D. (1962) 

Alonzo Yerby, M.D. (1961) 


Mental Health Section 
(Organized 1955) 


Henry C. Schumacher, M.D., Chairman, 2257 


Northwest llth Ave., Gainesville, Fla. 

Rema Lapouse, M.D., Vice-Chairman, Tulane 
University Medical School, New Orleans 12. 
La. 

Alan D. Miller, M.D., Secretary, Public Health 
Service, 621 17th St., Denver 2, Colo. 

Joseph Downing, M.D., Secretary-Elect, 225 
37th Ave., San Mateo, Calif. 

Gerald R. Clark, M.D. (1960) 

S. Eleanor Gill, R.N. (1962) 

Joanna F. Gorman (1961) 

Morton Kramer, D.Sc. (1960) 

Elias Marsh, M.D. (1962) 

Joseph Zubin, Ph.D. (1961) 
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Occupational Health Section 
(Organized 1914) 


Seward E. Miller, M.D., Chairman, University 
of Michigan Hospital, Ann Arbor, Mich. 
William G. Fredrick, Se.D., Vice-Chairman, 

18266 Marlow, Detroit, Mich. 

Mitchell R. Zavon, M.D., Secretary, Kettering 
Laboratory, Eden and Bethesda Sts., Cincin- 
nati, Ohio 

Melvin M. Udel, ecretary-Elect, One 
Madison Avenue, New York, N. Y. 

Elston L. Belknap, M.D. (1962) 

Clyde M. Berry, Ph.D. (1961) 

Bernard E. Conley, Ph.D. (1961) 

Lewis J. Cralley, Ph.D. (1962) 

Charles C, Dills (1960) 

Robert H. Flinn, M.D. (1960) 


Public Health Education Section 
(Organized 1922) 


Betty W. Bond, Ph.D., Chairman, 250 S. 4th 
Street, Minneapolis, Minn. 

Theron H. Butterworth, Ph.D., Vice-Chairman, 
National Society for Crippled Children and 
Adults, 55 W. 42nd Street, New York, N. Y. 

Pauline K. Matthis, M.P.H., Secretary, 3051 
N. Pennsylvania St., Indianapolis, Ind. 

Ben D. Kiningham, Jr., M.P.H., Secretary- 
Elect, 730 S. 6th St., Springfield, III. 

Morey R. Fields, Ed.D. (1961) 

Wallace C. Fulton, M.P.H. (1960) 

William Griffiths, Ph.D. (1962) 

Alfred E. Kessler, M.S.P.H. (1961) 

Levitte Mendel, M.P.H. (1960) 

George Stenhouse, M.S.P.H. (1962) 


Public Health Nursing Section 
(Organized 1923) 


Agnes L. Fuller, R.N., Chairman, Children’s 
Bureau, 42 Broadway, New York, N. Y. 

Margaret G. Arnstein, R.N., Vice-Chairman, 
Public Health Service, Washington 25, D. C. 


FEBRUARY, 1960 


COMMITTEES 


Jane B. Taylor, R.N., Secretary, 730 E. Wash- 
ington. Indianapolis, Ind. 

Anna Fillmore, R.N. (1962) 

Kathleen M. Leahy, R.N. (1961) 

Marion I. Murphy, R.N. (1960) 

Ella E. McNeil, R.N. (1961) 

Hazel Shortal, R.N. (1960) 

Janet F. Walker, R.N. (1962) 


School Health Section 
(Organized 1942) 


John H. Shaw, Ed.D., Chairman, Syracuse 
University, Syracuse, N. Y. 

Florence L. Fogle, R.N., Vice-Chairman, Ohio 
State University, 320 W. 10th Ave., Colum- 
bus, Ohio 

Marian M. Hamburg, Ed.D., Secretary, Ameri- 
can Heart Association, 44 E, 23rd St., New 
York, N. Y. 

Mildred E. Doster, M.D., Secretary-Elect, 414 
14th Street, Denver, Colo. 

C, Adele Brown, M.D. (1962) 

Wesley P. Cushman, Ed.D. (1961) 

Fred V. Hein, Ph.D. (1960) 

Dora A. Hicks, Ed.D. (1962) 

J. Keogh Rash, H.S.D. (1960) 

Wesley M. Staton, Ed.D. (1961) 


Statistics Section 
(Organized 1908) 


Mortimer Spiegelman, Chairman, One Madi- 
son Ave., New York, N. Y. 

Robert D. Grove, Ph.D., Vice-Chairman, 2114 
N. Powhatan St., Arlington, Va. 

F. M. Hemphill, Ph.D., Secretary, Room 314, 
7401 Wisconsin Ave., Bethesda, Md. 

Fraser Harris (1960) 

Albert P. Iskrant, M.A. (1961) 

Margaret F. Shackelford, M.S. (1961) 

Howard West, M.P.H. (1962) 

Dr. Colin White (1960) 

Jacob Yerushalmy, Ph.D. (1962) 
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OFFICERS 1959-1960 

President, Malcolm H. Merrill, M.D., Berkeley, 
Calif. 

President-Elect, Marion W. Sheahan, R.N., 
New York, N. Y 

Vice-President, Paulo Cesar de Azevedo An- 
tunes, M.D., Sao Paulo, Brazil 

Vice-President, Jules Gilbert, M.D., Montreal, 
Canada 

Vice-President, Fred L. Soper, M.D., Chevy 
Chase, Md. 

Treasurer, Charles Glen King, Ph.D., New 
York, N. Y. 

Chairman of the Executive Board, John D. 
Porterfield, M.D., Washington, D. C, 

Executive Director, Berwyn F. Mattison, M.D., 
New York, N. Y. 


EXECUTIVE BOARD 


Chairman, John D. Porterfield, M.D., Wash- 
ington, D. C. (1962) 

Charles Glen King, Ph.D., New York, N. Y. 
(Treasurer) 

John W. Knutson, D.D.S., Washington, D. C. 
(1960) 

Maleolm H. Merrill, M.D., Berkeley, Calif. 
(President) 

Dwight F. Metzler, C.E., Topeka, Kans. (1960) 

Marion W. Sheahan, R.N., New York, N. Y. 
(President-Elect) 

Charles E. Smith, M.D., Berkeley, Calif. (1962) 

Wilson T. Sowder, M.D., Jacksonville, Fla. 
(1961) 

Milton Terris, M.D., New Orleans, La. (1961) 


ELECTIVE COUNCILORS 
Terms Expiring 1960 


Gaylord W. Anderson, M.D., Minneapolis, 
Minn. 

Rodney R. Beard, M.D., Palo Alto, Calif. 

Jessie M. Bierman, M.D., Berkeley, Calif. 

Leroy E. Burney, M.D., Washington, D.C. 

John T. Fulton, D.D.S., Chapel Hill, N. C. 

Fraser Harris, Ottawa, Ont., Canada 

Herman E. Hilleboe, M.D., Albany, N. Y. 

Edward G. MeGavran, M.D., Chapel Hill, N. C. 

Margaret F. Shackelford, Okla. City, Okla. 

James H. Steele, D.V.M., Atlanta, Ga. 

Patricia Walsh, R.N., Ann Arbor, Mich. 

James Watt, M.D., Bethesda, Md. 

George M. Wheatley, M.D., New York, N. Y. 

Samuel M. Wishik, M.D., Pittsburgh, Pa. 


Terms Expiring 1961 


Carl L. Anderson, Dr.P.H., Corvallis, Ore. 

Katherine Bain, M.D., Washington, D. C. 

Herman G,. Baity, Se.D., Geneva, Switzerland 

Charles F. Blankenship, M.D., San Francisco, 
Calif. 

Anne Burns, R.N., Columbus, Ohio 

Robert H. Felix, M.D., Bethesda, Md. 

John P. Fox, M.D., New Orleans, La. 

Ernest M. Gruenberg, M.D., New York, N. Y. 

Paul A. Harper, M.D., Baltimore, Md. 

Marjorie M. Heseltine, M.A., Washington, D. C. 

Alexander D. Langmuir, M.D., Atlanta, Ga. 

Richard K. C. Lee, M.D., Honolulu, Hawaii 


AMERICAN PUBLIC HEALTH ASSOCIATION, Ine. 
GOVERNING COUNCIL 


Lucile Petry Leone, R.N., Washington, D. C. 
Hugh R. McLaren, D.D.S., Ottawa, Ont., Canada 
Beryl J. Roberts, Dr.P.H., Berkeley, Calif. 
Morris Schaeffer, M.D., New York, N. Y. 

Ray E. Trussell, M.D., New York, N. Y. 


Terms Expiring 1962 


Joseph A. Bell, M.D., Bethesda, Md. 

Philip E. Blackerby, Jr., D.D.S., Battle Creek, 
Mich. 

Lester Breslow, M.D., Berkeley, Calif. 

Martha L Clifford, M.D., Hartford, Conn. 

Mayhew Derryberry, Ph.D., Washington, D. C. 

Warren F. Draper, M.D., Arlington, Va. 

Harold M. Erickson, M.D., Berkeley, Calif. 

Thomas Francis, Jr., M.D., Ann Arbor, Mich. 

John B. Grant, M.D., San Juan, P. R. 

Ruth E. Grout, Ph.D., Minneapolis, Minn. 

Ruth L. Huenemann, D.Sc., Berkeley, Calif. 

Morton Kramer, D.Sc., Washington, D. C. 

James Lieberman, D.V.M., Atlanta, Ga. 

Lucy S. Morgan, Ph.D., Chapel Hill, N. C. 

James A. Shannon, M.D., Bethesda, Md. 

Charles C. Wilson, M.D., New Haven, Conn. 


CHAIRMAN OF STANDING 
COMMITTEES 

‘ommittee on Affiliated Societies and Branches, 
J. W. R. Norton, M.D., Raleigh, N. C. 

‘ommittee on Constitution and By-Laws, David 
E. Price, M.D., Washington, D. C. 

‘ommittee on Eligibility, John C. Cutler, M.D., 
Pittsburgh, Pa. 

‘ommittee on Evaluation and Standards, 
Theodore J. Bauer, M.D., Washington, D. C. 

‘ommittee on Professional Education, Thomas 
Parran, M.D., New York, N. Y. 

‘ommittee on Public Policy and Legislation, 
Herman E. Hilleboe, M.D., Albany, N. Y. 

‘ommittee on Research Policy, Robert Dyar, 
M.D., Berkeley, Calif. 

Technical Development Board, Roscoe P. Kan- 
dle, M.D., Trenton, N. J. 


SECTION OFFICERS 1960 
Dental Health Section 
Chairman: Carl L. Sebelius, D.D.S., Nashville, 
Tenn. 

Vice-Chairman: Wesley O. Young, D.M.D., 
Boise, Idaho 

Secretary: David F. Striffler, D.D.S., Santa Fe, 
N. M. 


~ 


~ 


~ 


~ 


Engineering and Sanitation Section 

Chairman: William C. Gibson, M.P.H., Ann 
Arbor, Mich. 

Vice-Chairman: P. Walton Purdom, M.S.E., 
Philadelphia, Pa. 

Secretary: James A. King, M.P.H., Bethesda, 
Md. 


Epidemiology Section 
Chairman: Philip E. Sartwell, M.D., Baltimore, 
Md. 
Vice-Chairman: James Watt, M.D., Bethesda, 
a. 
Secretary: Arthur C. Hollister, Jr. M.D., 
Berkeley, Calif. 
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Food and Nutrition Section 


Chairman: Franklin C. Bing, Ph.D., Chicago, 
Ill. 

Vice-Chairman: Robert E. Olson, M.D., Pitts- 
burgh, Pa. 

Secretary: Dorothy M. Youland, M.S., Billings, 
Mont. 

Health Officers Section 
Chairman: John J. Hanlon, M.D., Phila., Pa. 
Vice-Chairman: Ellis D. Sox, M.D., San Fran- 

cisco, Calif. 
Secretary: Harald M. Graning, M.D., New 
York, N. Y. 


Laboratory Section 
Chairman: Albert V. Hardy, M.D., Jackson- 
ville, Fla. 
Vice-Chairman: William G. Walter, Ph.D., 
Bozeman, Mont. 
Secretary: Erwin Neter, M.D., Buffalo, N. Y. 


Maternal and Child Health Section 

Chairman: Leslie Corsa, Jr., M.D., Lafayette, 
Calif. 

Vice-Chairman: Madelene M. Donnelly, M.D., 
Des Moines, lowa 

Secretary: Alice Chenoweth-Pate, M.D., Wash- 
ington, D. C. 


Medical Care Section 
Chairman: James OH. Brindle, Detroit, Mich. 
Vice-Chairman: Caldwell B. Esselstyn, M.D., 

Hudson, N. 
Secretary: Leslie A. Falk, M.D., Pittsburgh, 
Pa. 

Mental Health Section 

Chairman: Henry C. Schumacher, M.D., 
Gainesville, Fla. 

Vice-Chairman: Rema Lapouse, M.D., New 
Orleans, La. 

Secretary: Alan D. Miller, M.D., Denver, Colo. 


Occupational Health Section 


Chairman: Seward E. Miller, M.D., Ann Arbor, 
Mich. 

Vice-Chairman: William G. Fredrick, Se.D., 
Detroit, Mich. 

Secretary: Mitchell R. Zavon, M.D., Cincin- 
nati, Ohio 


Public Health Education Section 
Chairman: Betty W. Bond, Ph.D., Minneapo- 
lis, Minn. 
Vice-Chairman: Theron H. Butterworth, Ph.D., 
New York, N. Y. 
Secretary: Pauline K. Matthis, M.P.H., In- 
dianapolis, Ind. 


Public Health Nursing Section 
Chairman: Agnes L. Fuller, R.N., New York, 


Vice-Chairman: Margaret G. Arnstein, R.N., 
Washington, D. C. 

Secretary: Jane B. Taylor, R.N., Indianapolis, 
Ind. 


AMERICAN PUBLIC HEALTH ASSOCIATION, Inc. 
GOVERNING COUNCIL—Cont. 


School Health Section 
Chairman: John H. Shaw, Ed.D., Syracuse, 
N. Y 


Vice-Chairman: Florence L. Fogle, R.N., Co- 
lumbus, Ohio 

Secretary: Marian M. Hamburg, Ed.D., New 
York, N. Y. 


Statistics Section 
Chairman: Mortimer Spiegelman, New York, 
N.Y 


Vice-Chairman: Robert D. Grove, Ph.D., 
Arlington, Va. 

Secretary: Fay M. Hemphill, Ph.D., Bethesda, 
Md. 


REPRESENTATIVES OF AFFILIATED 
SOCIETIES AND BRANCHES 


Alabama—Sidney J. Williams, M.D. 
Arizona—J. Rex James 
Arkansas—E. J. Easley, M.D. 
California, Northern—James C. Malcolm, M.D. 
California, Southern—Everett M. Stone, M.D. 
Colorado—Roy L. Cleere, M.D. 
Connecticut—Harold S. Barrett, M.D. 
Cuba—Guillermo Lage, M.D. 
Florida—Fred B. Ragland 
Georgia—Dixon R. Olive, Jr., M.S.S.E. 
Hawaii—Richard K. C, Lee, M.D. 
Idaho—Terrell O. Carver, M.D. 
Illinois—Benn J. Leland 
Indiana—Samuel H. Hopper, Ph.D. 
lowa—Edmund G. Zimmerer, M.D. 
Kansas—M. Leon Bauman, M.D. 
Kentucky—Russell E. Teague, M.D. 
Louisiana—Ben Freedman, M.D. 
Maryland—Perry F. Prather, M.D. 
Massachusetts—Margaret Drennan 
Michigan—Isabelle Ryer 
Minnesota—Abraham B. Rosenfield, M.D. 
Mississippi—Margaret Rice 
Missouri—Henry M. Hardwicke, M.D. 
Montana—Paul R. Ensign, M.D. 
Nebraska—Harle V. Barrett, M.D. 
New Jersey—Frank J. Osborne 
New Mexico—Mpyrtle Greenfield 
New York City—Nathaniel H. Cooper, M.D. 
New York State—Meredith H. Thompson, Dr. 
Eng. 
North Carolina—Robert F. Young, M.D. 
North Dakota—Margaret L. Watts 
Ohio—Albert L. Fishback 
Oklahoma—John W. Shackelford, M.D. 
Oregon—Clair V. Langton, Dr.P.H. 
Pennsylvania—P. Walton Purdom, M.S.E. 
Puerto Rico—Jose A. Hernandez-Matos, M.D. 
South Carolina—G. S. T. Peeples, M.D. 
South Dakota—Cecilia Schuck, Ph.D. 
Tennessee—Lloyd M. Graves, M.D. 
Texas—Joseph N. Murphy, Jr. 
Utah—Glen R. Leymaster, M.D. 
Virginia—Thomas D. Lewis 
Washington State—Bernard Bucove, M.D. 
West Virginia—Bruce H. Pollock, M.D. 
Wisconsin—Charles K. Kincaid, M.D. 
Middle States—A. C. Offutt, M.D. 
Southern Branch—Guy V. Rice, M.D. 
Western Branch—Robert Dyar, M.D. 
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Institutions Accredited by the American Public Health Association* 


Institution 


CALIFORNIA, UNIVERSITY OF 
School of Public Health, Berkeley 4, Calif. 
E. Smith, M.D., Dean 


UNiversity 


School of Public Health and Administrative Medicine, 
New York 32, N. Y. 
Ray E. Trussell, M.D., Executive Officer 


Harvarp UNIversiry 


School of Public Health, Boston 15, Mass. 
John C. Snyder, M.D., Dean 


Jouns Hopkins University 


School of Hygiene and Public Health, Baltimore 5, Md. 
E. L. Stebbins, M.D., Director 


Micnican, UNIversiry oF 
School of Public Health, Ann Arbor, Mich. 
William C. Gibson, B.S.C.E., M.P.H., Acting Dean 


Minnesota, UNIVERSITY OF 


School of Publie Health, Minneapolis 14, Minn. 
G. W. Anderson, M.D., Director 


Monrreat, University oF 
School of Hygiene (Teaching in French), 
Montreal, Quebec, Canada 
Armand Frappier, M.D., Dean 


Nortu CARoLina, UNIVERSITY OF 
School of Public Health, Chapel Hill, N. C. 
E. G. MeGavran, M.D., Dean 


Prrrseurcu, UNIVERSITY OF 
Graduate School of Public Health, Pittsburgh 13, Pa. 
James A. Crabtree, M.D., Dean 


Puerto Rico, UNiversity OF 
Department of Preventive Medicine and Public Health, 
San Juan 22, Puerto Rico 
Edward Grzegorzewski, M.D., Chairman 


Toronto, UNIVERSITY OF 


School of Hygiene, Toronto 5, Ontario, Canada 
Andrew J. Rhodes, M.D., Director 


Tutane University Mepicat 


Division of Graduate Public Health, New Orleans 12, La. 
John C. S. Paterson, M.D., Director 


Yate University 


Department of Public Health, New Haven, Conn. 
Edward M. Cohart, M.D., Acting Chairman 


Degrees for Which Accredited 7 


Master's 
Other 


Dr.P.H. M.P.H. (P.H.Ed.) 


X 


xX 


X 


* Action taken by Executive Board——June, 1959-—-provides for continuing accreditation status. 


(D.P.H.) 
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NEWS OF AFFILIATED SOCIETIES AND BRANCHES 


APHA Affiliated Societies and Branches 


SocrETY AND SECRETARY 


ALABAMA PUBLIC HEALTH ASSOCIATION, Ralph 
Roberts, State Health Dept., Montgomery 

ARIZONA PUBLIC HEALTH ASSOCIATION, J. Rex 
James, Maricopa County Health Dept., Phoenix 

ARKANSAS PUBLIC HEALTH ASSOCIATION, Mrs. 
Vada Russell, State Health Dept. Bldg., Little Rock 

CALIFORNIA, NORTHERN, PUBLIC HEALTH ASSO- 
CIATION, Mrs. Joan Davis, City Health Dept., San Jose 

CALIFORNIA, SOUTHERN, PUBLIC HEALTH ASSO- 
CIATION, Dorothea Hansen, City Health Dept., Los 
Angeles 12 

COLORADO PUBLIC HEALTH ASSOCIATION, Alice 
de Bruyn Kops, 4660 S. Delaware, Englewood 

CONNECTICUT PUBLIC HEALTH ASSOCIATION, 
Shirley Thayer, R.N., 61 Arnold Way, West Hartford 7 

CUBAN PUBLIC HEALTH SOCIETY, Dr. Raphael Calvo 
Fonseca, Calle 19 No. 511 Altos Vedado, Havana 

FLORIDA PUBLIC HEALTH ASSOCIATION, Everett H. 
Williams, Jr., P. O. Box 210, Jacksonville 

GEORGIA PUBLIC HEALTH ASSOCIATION, Carl Fox, 
33 Pryor St., N.E., Atlanta 

HAWAII PUBLIC HE ALTH ASSOCIATION, Alison Mac- 
Bride, R.N., 510 S. Beretania St., Honolulu 13 

IDAHO PUBLIC HEALTH ASSOCIATION, Charles Ham- 
mond, P. O. Box 640, Boise 

ILLINOIS PUBLIC HEALTH ASSOCIATION, William J. 
Hixon, Evanston Health Dept., Evanston 

INDIANA PUBLIC HEALTH ASSOCIATION, Malcolm 
J. McLelland, State Board of Health, Indianapolis 

IOWA PUBLIC HEALTH ASSOCIATION, Lloyd Coe, 
Iowa Hospital Association, 1012 Liberty Bldg., Des 
Moines 

KANSAS PUBLIC HEALTH ASSOCIATION, W. W. Wil- 
more, Kansas Tuberculosis and Health Assn., 1134 
Topeka Ave., Topeka 

KENTUCKY PUBLIC HEALTH ASSOCIATION, Peggy 
Fisher, 620 S. Third St., Louisville 

LOUISIANA PUBLIC HEALTH ASSOCIATION, Lucille 
Godelfer, State Dept. of Health, New Orleans 7 

MARYLAND PUBLIC HEALTH ASSOCIATION, Mary 
Thompson, Prince Georges County Board of Education, 
Upper Marlboro 

MASSACHUSETTS PUBLIC HEALTH ASSOCIATION, 
Mrs. Elizabeth K. Caso, Dept. of Health, Cambridge 

MICHIGAN PUBLIC HEALTH ASSOCIATION, Marjorie 
Delevan, 1817 West St. Joseph Street, Lansing 

MINNESOTA PUBLIC HEALTH ASSOCIATION, D. S. 
Fleming, M.D., State Dept. of Health, University Cam- 
pus, Minneapolis 

MISSISSIPPI PUBLIC HEALTH ASSOCIATION, H. E. 
Boone, P. O. Box 1700, Jackson 

MISSOURI PUBLIC HEALTH ASSOCIATION, Mrs. 
Nadia Craver, Sth Fl., State Office Bldg., Jefferson City 

MONTANA PUBLIC HEALTH ASSOCIATION, Thomas 
S. Willett, Montana Public Health District 1, Hardin 


Dakota Wants Medical Health Officer 


The new editors of the North Dakota 
Public Health Association Newsletter. 
John K. Peterson and Lois Williamson, 
have reported in the May-December is- 
sue on the 1959 annual meeting held in 
Grand Forks, April 6-7 

Two resolutions were carried dealing 
with North Dakota health and hospital 
problems. One resolution, taking note 
of the fact that the state has been with- 
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NEBRASKA PUBLIC HEALTH ASSOCIATION, George 
R. Underwood, M.D., 935 R. St., Lincoln, Neb. 

NEW JERSEY PUBLIC HEALTH ASSOCIATION, Waldo 
McNutt, M.P.H., Delaware River Drive, Frenchtown 


NEW MEXICO PUBLIC HEALTH ASSOCIATION, 
Daniel T. Marley, P. O. Box 8066, Albuquerque 
NEW YORK CITY, PUBLIC HEALTH ASSOCIATION 
OF, Frances Ann McVey, 4317 Robinson St., Flushing 
Y 


NEW YORK STATE PUBLIC HEALTH ASSOCIATION, 
Mrs. Kathleen Boland, Rensselaer County Health Dept., 


Troy 

NORTH CAROLINA PUBLIC HEAL1H ASSOCIATION, 
Robert W. Brown, Box 7525, Asheville 

NORTH DAKOTA PUBLIC HEALTH ASSOCIATION, 
Alice H. Peterson, M.D., State Dept. of Health, Bis- 
marck 

OHIO PUBLIC HEALTH ASSOCIATION, Mrs. June 
O'Donnell, 3516 Braddock St., Dayton 

OKLAHOMA PUBLIC HEALTH ASSOCIATION, Mar- 
jorie Butler, 3400 North Eastern, Oklahoma City 

OREGON PUBLIC HEALTH ASSOCIATION, Muriel 
David, City Bureau of Health, 203 N.E. 28th Ave., 
Portland 

PENNSYLVANIA PUBLIC HEALTH ASSOCIATION, 
Emma J. Petach, R.N., 324 N. Second St., Harrisburg 

PUERTO RICO PUBLIC HEALTH ASSOCIATION, Mrs. 
Mae de Acin, Apartado 211, San Juan 2 

SOUTH CAROLINA PUBLIC HEALTH ASSOCIATION, 
Mrs. Laura M. DeMarse, State Health Dept., Columbia 

SOUTH DAKOTA PUBLIC HEALTH ASSOCIATION, 
Alice Brady, R.N., State Dept. of Health, Pierre 

TENNESSEE PUBLIC HEALTH ASSOCIATION, C. B. 
Tucker, M.D., State Dept. of Health, 420 Sixth Ave., 
N., Nashville 

TEXAS PUBLIC HEALTH ASSOCIATION, Joseph N. 
Murphy, Jr., State Dept. of Health, Austin 

UTAH PUBLIC HEALTH ASSOCIATION, Katherine 
Brandon, M.D., P. O. Box 25, Foothill Station, Salt 


Lake City 

VIRGINIA PUBLIC HEALTH ASSOCIATION, Mrs. Helen 
W. Wiesmann, 1220 E. Broad St., Richmond 

WASHINGTON STATE PUBLIC HEALTH ASSOCIA- 
TION, Caesar Branchini, General Electric Company, 
Richland 

WEST VIRGINIA PUBLIC HEALTH ASSOCIATION, 
Mrs. Katherine L. Brown, West Virginia State Dept. of 
Health, Charleston 5 

WISCONSIN ASSOCIATION FOR PUBLIC HEALTH, 
Paul Weis, 1 W. Wilson St., Madison 

MIDDLE STATES BRANCH, APHA, Thelma Luther, 
Dept. of Health, Des Moines, Iowa 

SOUTHERN BRANCH, APHA, Guy Tate, Jr., Jefferson 
County Health Dept., Birmingham, Ala. 

WESTERN BRANCH, APHA, Robert G. Beaumier, 1309 
Smith Tower, Seattle, Wash. 


out a medical health officer for more 
than six years, urged the State Health 
Council to “exert every effort to secure 
a well qualified doctor of medicine, with 
an intense interest in and/or training 
in public health and with a salary com- 
mensurate for the position.” 

The second resolution, based on the 
fact that the state mental hospital in 
advertising for a certified mental hos- 
pital administrator does not include a 
requirement for certification in psychia- 
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try. requests that the State Board of 
Administration appoint a superintendent 
with certification in both psychiatry and 
mental hospital administration. The reso- 
lution points out that the present acting 
superintendent has these qualifications. 
It suggests further that he or a similarly 
qualified physician be given permanent 
appointment. accordance with the 
standards and policies of the American 
Psychiatric Association for mental hos- 
pitals. 

Among the action taken at the busi- 
ness sessions was the selection of Fargo 
as the 1960 meeting place on May 16-17. 
It was reported that NDPHA fully com- 
plies with the requirement that its mem- 
bership inelude a minimum of 75. per 
cent of APHA members in the. state. 
The term of the secretary was made a 
minimum of three years: a Committee 
on Constitution and By-Laws was ap- 
pointed; a continuing study committee 
lo spell out objectives was appointed. 


Kd Sypnieski was the retiring presi- 


dent. New officers are: 


President—Goodwin Hoff, Fargo 

President-Elect—William E. Unti, executive 
director, North Dakota Society for Crippled 
Children and Adults 

Vice-President— Frank Gilehrist, Mandan 

Secretary-Treasurer— Alice Peterson, M.D., di- 
rector, Maternal and Child Health Division, 
State Department of Health 

Representative to APHA—Margaret Watts, di- 
rector, Division of Vital Statistics, State 
Department of Health. 


Ohio: New Section, New Committee 


Thirty-three health commissioners in 
Ohio won unanimous approval for their 
petition to the Executive Committee of 
the Ohio Public Health Association ask- 
ing that a health officers section be es- 
tablished in OPHA. The health officers 
drew up and signed the petition during 
Ohio’s 40th Health Commissioners’ Con- 
ference in September. Other action re- 
lating to OPHA taken by the 98 health 


commissioners at the conference in- 


cluded the appointment of a committee 
of commissioners and OPHA members 
to study the desirability of joint meet- 
ings for the two organizations in the 
future. 

In the “President's Comment” column 
of OPHA’s Newsgram (Autumn. 1959) 
T. A. Gardner. M.D.. poses some of the 
questions that OPHA’s new 
committee on association affairs “will 


steering 


probably want to consider: 

“Can the Ohio Public Health Association 
realize its full potential membership of three 
or four thousand members, or must we always 
be an organization of fewer than one thousand 
members? 

“Are the present five-dollar dues the main 
obstacle in attaining a size commensurate with 
the task of representing all (Ohio) public 
health workers effectively in all phases of 
public health? 

“Are there weaknesses within the organiza- 
tion due to inadequate general sessions of the 
Annual Meeting, lack of strength with the 
various sections, or district organization ? 

“Can the organization become more active 
and serve more members with programs in 
addition to the regularly scheduled district 
and annual meetings?” 


One of the charges to the steering 
committee. chaired by Robert C. Adams, 
D.V.M.. is study of ways in which 
OPHA’s representative to APHA can be 
of most value to both organizations. 


Physical Fitness in Connecticut 


Meeting in its 43rd year (Wethers- 
field, Conn., November 18, afternoon 
and evening) the Connecticut Public 
Health Association’s first discussion on 
the agenda was a symposium on “How 
Healthy Is Connecticut’s Youth?” Alice 
I. Donnelly. Ed.D., head of the Danbury 
State College Health and Physical Edu- 
cation Department, chaired the meeting. 
Martha L. Clifford, M.D.. M.P.H., chief. 
Community Health Services, Connecticut 
State Health Department, and outgoing 
president of the CPHA, presided. 

Dr. Donnelly announced Governor 
Ribicoff's intention of forming a com- 
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mittee that will assist in a desirable up- 
grading of the physical fitness of all 
people in Connecticut. The governor's 
concern stems from the report of a two- 
year study conducted under the direc- 
tion of Dr. Donnelly which showed that 
the state’s youth was not up to as high 
a par of physical strength as it should 
be. Other symposium members were 
Alfred E. Sholz, instructor in physical 
Yale University; Matthew 
Barberi, physical and 
health education, Hamden Public 
Schools; and Mila Rindge, M.D.. epi- 
demiologist, Connecticut State Health 
Department. They were joined by Ruth 
V. Byler, Ed.D., consultant, Health and 
Physical Education, Connecticut State 
Department of Education, and Mrs. 
Robert Donnelly, secretary, CAHPER. 
as resource persons, 

Frank D. Gray, M.D., associate pro- 
fessor of medicine and director of car- 
diopulmonary service, Yale-New Haven 
Medical Center, then spoke on exercise 
and heart disease. Alfred L. Burgdorf. 
M.D., M.P.H.. director of health, Hart- 
ford. summarized the afternoon sessions. 
At the early dinner meeting Thomas R. 
Hood, M.D., deputy executive director. 
representing the APHA, carried greet- 
ings to its Affiliated Society. 

M. Allen Pond, M.P.H., Assistant 
U.S. Surgeon General. received the an- 
nual C-E. A. Winslow Award for out- 
standing contribution to the field’ of 
public health in the state. Following 
the award presentation Franklin M. 
Foote. M.D., Dr.P.H., new commissioner 
of health for Connecticut, briefly out- 
lined some of the future plans for the 
State Health Department. 

From 7:30 to 9:00 p.m. discussion 
groups held simultaneous meetings on 
a variety of current public health in- 
terests: low cost exhibits. led by Horace 
Brown, M.P.H.. executive director, Con- 
necticut Heart Association; detergents 
and the water supply, led by Frederick 
O. A. Almquist. principal sanitary engi- 


education, 


supervisor of 
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AFFILIATED SOCIETIES AND BRANCHES 


neer, Connecticut State Department of 
Health; chromatography and paper elec- 
trophoresis, led by John J. Egan, labora- 
tory director, Connecticut Milk Pro- 
ducers Association; and communicable 
disease, led by James C. Hart, M.D., 
director, Division of Preventable Dis- 
eases, Connecticut State Health Depart- 
ment. Louis Spekter, M.D., M.P.H., 
chief, Maternal and Child Hygiene Sec- 
tion, Connecticut State Health Depart- 
ment, gave a progress report on the 
work of the governor's committee on 
children and youth. A synopsis of the 
recent New England Institute on Public 
Health and Behavioral Sciences and its 
implications for Connecticut was _pre- 
sented by Harold S. Barrett, M.D.. 
M.P.H., deputy commissioner, Office of 
Public Health, Connecticut State Health 
Department. 

At the business meeting which pre- 
ceded the symposium Dr. Clifford an- 
nounced that Erval R. Coffey, M.D., 
director of health, Department of Health, 
Greenwich (Conn.), had been appointed 
CPHA’s liaison representative with the 
Washington office of APHA. She also 
reported on the activities of the joint 
CPHA and Connecticut Health League’s 
ad hoe committee which has been study- 
ing the related functions of the two 
organizations. The committee reported 
that there is need for both; CPHA is 
also to further explore the area of “sala- 
ries and personnel practices relative to 
public health personnel in the state.” 
During the year a CPHA committee 
has developed and published a public 
health careers booklet for distribution 
throughout the state. (Each of the Affili- 
ated Societies and Regional Branches 
has now received a copy.) 

Officers for 1960 are: 


President—Stanley E. Wedberg, Ph.D., head, 
Department of Bacteriology, University of 
Connecticut, Storrs 

President-Elect—Harold S. Barrett, M.D., 
M.P.H., deputy state health commissioner, 
Manchester 
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Vice-President—Dorothy Y. Kirk, M.P.H.. For example, a sanitation subcommittee 
R.N.. health education worker, New Haven will undertake to evaluate the environ- 
Herta Department mental sanitation surveys being made in 


Skopek, Ph.D., director of 
laboratories, Hartford Health Department 


cities and towns in the state. 


Secretary--Shirley A. Thayer, R.N., M.P-H., OPHA now has approximately 353 { 
supervisor, Hartford Visiting Nurse Associa- members. 73 of whom belong to the 


a APHA. Its quarterly Journal is in the 

third year of publication. Mozelle Ewing, 

R.N.. Muskogee County Health Depart- 
The Oklahoma Public Health Associa- ment, is president. 

tion has 14 Standing Committees. Rep- 


resentatives from each reported to and §outhern Branch Nursing Report 
deliberated with the Executive Commit- 


14 Committees at Work in Oklahoma 


tee of OPHA at its September meeting. The report of the 9th Annual Field 

At this meeting. the program com- — Teaching Conference (Miami, Fla.. May 
mittee recommended “Public Health 25-26. 1959) of the Public Health Nurs- 
A Public Service” as the theme for ing Section. Southern Branch, APHA, is 
OPHA’s annual meeting (March 9-11. now in print. Its 74 pages (plus three 
Oklahoma City). The legislative com- appendixes) include reports on the Okla- 
mittee presented an organizational plan homa and Alabama projects. the “North 
for “informing the publie truthfully and Carolina plan,” and a panel discussion 
actually regarding the stabilizing of — on the “Evaluation Process During Field 
health department financing” which Experience in Public Health Nursing.” 
would draw for assistance on local peo- with a summary of five group discus- 
ple “outside the official family” (the — sions on this topic. Available from the 
OPHA Journal for October, 1959 con- conference chairman, Ruth W. Hay, pro- 
tains an organizational chart and outline fessor of public health nursing, Univer- 


for the plan). All 14 committees are sity of North Carolina School of Public 


Health, Chapel Hill; one dollar. 


active and some are conducting projects. 


APHA membership application blank on page XXIX 


Radiological Health Courses 


New York University’s Department of Industrial Medicine offers two courses 
in radiological health intended for persons, already trained in one of the physical, 
engineering. biological, or medical sciences, who require a comprehensive intro- 
duction to radiological hazard evaluation. In “Medical and Public Health Control 
of lonizing Radiation” (full time, March 7-18, 1960) primary emphasis will be 
on the biological effects of radiation and medical control programs. (Specifically 
designed for public health officials, physicians, and others with biological interests. ) 
“Radiation Hygiene Measurements” (a four-week intensive course, April 18-May 13) 
will offer laboratory instruction in surveying, monitoring, and sampling procedures 
for persons having some acquaintance with nuclear measurement principles. For 
further information: Associate Dean, New York University Post-Graduate Medical 


School, 550 Fifth Avenue. New York 16. N.Y. 
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EMPLOYMENT SERVICE 


The following pages present information for those seeking public health personnel and for 


those seeking positions in public health. Other information concerning vacancies and personnel 
available is on file in the Association office. Anyone wishing to have the benefit of this additional 
information can obtain it by writing to the Vocational Counseling and Placement Service of the 


Association. 


Advertising space in these pages is available at special rates for the use of employers or 


individuals, 
additional 10 words or fraction thereof. 


The charges are $5 for the first 50 words or fraction thereof and $1 for each 
There is no charge to members or Fellows of the 


Association who desire to utilize the Positions Wanted portion of these pages. Closing date 
for receipt of advertisements is the first of the month preceding the desired month of publication. 
All correspondence should be sent to the American Public Health Association, 1790 


Broadway, New York 19, N. Y. 


Public Health Officer I—Vacancy on the 
island of Kauai. Requires two years of ex- 
perience as a physician, graduation from a 
medical school of recognized standing, and 
one year of graduate work in public health. 
Salary: appointments to be made at any step 
within the range of $796-$1,067 per month. 
Write for further information and application 
to the Department of Civil Service, State of 
Hawaii, 825 Mililani St., Honolulu 13, Hawaii. 


Local Health Officer—Hammond, Ind. 
(population 108,000). Well established local 
health department. Salary $16,000. Prefer 
person with M.P.H. but will consider someone 
with public health experience. Valid license 
to practice medicine in the state of Indiana. 
Apply to Dr. F. F. Premuda, Hammond Health 
Department, City Hall, Hammond, Ind. 


Public Health Physician—in New Mexico 
Department of Public Health. Salary range 
$9,000-$12,600. Fringe benefits. Excellent op- 
portunity for young man. Contact Merit Sys- 
tem Council, 122 Capitol Pl., Santa Fe, N. M. 


Public Health Physician (Chief, Divi- 
sion of Chronic Diseases)—To direct an 
expanding chronic disease program in a state 
health department. Monthly salary range 
$1,100-$1,320. Requires physician with spe- 
cialized training and experience, and eligibil- 
ity for Ohio license. Write Director, Ohio 
Department of Health, Columbus 15, Ohio. 


Public Health Physician (District Health 
Officer )—Various locations available in Wis- 
consin. Act as medical public health admin- 
istrator of district area; district epidemiolo- 


gist: plan, organize, supervise work of 
professional staff consisting of engineers, 
nurses, sanitarians, nutritionist, dental hy- 


gienist, health educators, and social workers. 
M.P.H. degree, public health experience, and 
eligibility for license to practice medicine in 

‘isconsin required. Salary $12,156-$14,976, 
plus travel allowance. Civil service, vacation, 
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sick leave, Social Security, retirement, group 
health and life insurance benefits. Write Dr. 
E. H. Jorris, Assistant State Health Officer, 
400 State Office Bldg., Madison 2, Wis. 


Director, Local Health Services—Wis- 
consin. Work with the state health officer and 
professional staff in improvement of local 
health services. M.P.H. degree and eligibility 
for license to practice medicine in Wisconsin 
required. Salary $1,013-$1,248, commensurate 
with experience. Write E. H. Jorris, M.D., 
Assistant State Health Officer, 400 State Office 
Bldg., Madison 2, Wis. 


Director, Bureau of Maternal and Child 
Health—Plans and directs a state-wide pro- 
gram for the conservation and improvement 
of maternal and child health; coordinates and 
supervises the activities of the bureau. Major 
activities include the child guidance, school 
health, and nutrition programs. Desirable 
qualifications and experience: M.P.H., one 
year of experience in private practice, five 
years of experience in public health work, 
three years of which shall have been in an 
administrative capacity. Pediatric training de- 
sirable. Eligibility for license to practice 
medicine in Wisconsin required. Salary starts 
at $1,123 per month, with annual merit in- 
creases of $40 to $1,298. Civil service, vaca- 
tion, sick leave, Social Security, retirement 
benefits. Group life, hospital, and sickness 
insurance costs shared by the state. Write 
E. H. Jorris, M.D., Assistant State Health 
Officer, 1 West Wilson St., Madison 2, Wis. 


Executive Director — Combined public 
health nursing agency. Education and experi- 
ence in public health nursing, including su- 
pervisory experience. Have well qualified 
health officer. Salary open. Five-day, 40- 
hour week, month’s vacation, and liberal per- 
sonnel policies. Capital city, population 216,- 
000. Publie Health Nursing Association, Des 
Moines, Iowa. Write Mrs. J. R. McNerney, 
Personnel Committee, 521 16th St., West Des 
Moines, Towa. 
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CLINICAL 
RESEARCH 


Prominent Eastern pharma- 
ceutical company desires 
young MD — preferably 
board eligible in Internal 
Medicine or Psychiatry — 
capable of establishing and 
monitoring programs in 
therapeutic research. This 
position represents a unique 
opportunity for creativity 
and personal growth within 
the specialty, Additionally, 
it provides ample opportuni- 
ties for travel to important 
conferences and academic 
centers and for association 
with outstanding authorities. 


Ideal suburban living and 
working conditions, excellent 
salary and_ benefits Our 
staff is aware of this adver- 


tiscement., 


Send curriculum vitae to 


Box A-27 
56 W. 45th St., N. Y. 36, N.Y. 


Staff positions: Immediate openings for 
qualined Publie Health Nurses,  $5,004- 
$6,072: Professional Nurses with degree, 
and Physical Therapists, $4,764-$5,784; Pro- 
fessional Nurses, $4,536-$5,508: Practical 
Nurses, $5,384-$4,116. Liberal personnel poli- 
cies, pension plan. For information write 
Visiting Nurse Service of New York, Depart- 
ment H, 107 East 70th St. New York 21, 
N. Y.: telephone LE 5-1100. 


Public Health Nursing Consultant (As- 
sistant to Director of Publie Health Nurs- 
ing in State Health Department)—Give 
consultation to publie health personnel in all 
phases of public health nursing, including in- 
service education: prepare manuals, guides, 
etc., for public health nurses; assist in ad- 
ministration of program. Bachelor's degree in 
public health nursing minimum preparation: 
master’s degree desirable: four years” experi- 
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ence in public health nursing, including two 
in administration or supervision. Salary: start 
at $6,756, maximum $8,076. Civil service, 
vacation, sick leave, Social Security, and 
retirement benefits. Write Miss lone M. Row- 
ley, R.N., Director, Public Health Nursing, 
119 Monona Ave., Madison 3, Wis. 


Public Health Nurse—Generalized. Salary 
$384-$466: mileage. Retirement plan, other 
benefits. High, dry climate, four seasons; 
center of northern Arizona recreation area. 
Merit system. Write Merle E. Smith, M.D., 
M.P.H., Director, Coconino County Health 
Department, Flagstaff, Ariz. 


Public Health Nurse HI (District Ad- 
visory Nurse)—Give guidance and counsel- 
ing to all public health nurses in a multiple- 
county area regarding community organization 
and relationships, program planning, public 
health nursing technics, records, and reporting. 
Responsible for inservice education program 
for local public health nurses and evaluation 
of nursing services. Salary range $5,676- 
$6,756, plus travel allowance. B.S. degree 
with major in public health nursing and three 
years generalized experience as a_ public 
health nurse. Special requirement: registra- 
tion or eligibility therefor as a_ registered 
nurse in Wisconsin: certification or eligibility 
for certification as a public health nurse in 
Wisconsin. Write R. J. Siesen, Personnel 
Officer, State Board of Health, Madison 2, 
Wis. 


Industrial Hygiene Engineer — Wanted 
by the Los Angeles County Health Department 
for immediate placement. Requirements in- 
clude a bachelor’s degree in chemical, civil, 
or mechanical engineering, and three years’ 
experience in industrial health engineering. 
California State Certificate of Registration as 
chemical, civil, or mechanical engineer, and 
California motor vehicle operator's license 
required at time of appointment. Acceptable 
substitutes: (1) one year of graduate work 
in public health for one year of the experi- 
ence, (2) two years as an engineer in ventilat- 
ing and air conditioning for two years’ experi- 
ence. Salary $641, with yearly increases. Ap- 
ply County of Los Angeles Civil Service Com- 
mission, 501 North Main St.. Los Angeles 12, 
Calif. 


Engineer—B.S. degree for public health 
work. Desirable suburban location, modern 
air-conditioned building. Apply Director, Clay 
County Health Department, Liberty, Mo. 


Sanitarians—Higher salaries are being of- 
fered to qualified sanitarians by the Public 
Health Services, Philadelphia Department of 
Public Health. New employees will start at 
$5,348. Liberal fringe benefits. For informa- 
tion call Mr. Mullin at LO 7-0290, or write 
Room 504, City Hall Annex, Philadelphia 7, 
Pa. 
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Health Educator — With initiative and 
imagination, to plan and carry out 31-year 
research project on child accident prevention 
in progressive, suburban Rockland County, 
N. Y., 30 miles from New York City. Possi- 
ble permanent employment. M.P.H. and two 
years’ experience. Salary $7,250, with annual 
increases. Write Donald G. Dickson, M.D., 
Health Commissioner, 8 North Main St., New 
City, N. Y. (Rockland County). 


Public Health Educator IT—Initiate and 
develop school-community health education 
programs in a multicounty district. Desirable 
qualifications: M.P.H. degree, plus two years’ 
experience in health education; sound working 
knowledge of principles of education and 
methods of teaching. Salary $503-$598 per 
month. Travel allowance, vacation, sick leave, 
retirement, group insurance plans. Write Dr. 
Amy L. Hunter, Director, Bureau of Maternal 
and Child Health, Wisconsin State Board of 
Health, Madison 2, Wis. 


Dental Health Educator—to work on 
dental education program and examinations 
in city schools. Salary dependent upon ex- 
perience and qualifications. Vacation, sick 
leave, Social Security, and retirement bene- 
fits. Apply La Crosse City Health Depart- 
ment, City Hall, La Crosse, Wis. 


Mental Health Educator—for national 
office staff, to develop education programs and 
consult on mental health educational content. 
Education and experience in mental health 
work required. Excellent employment bene- 
fits. Send résumé and date of availability to 
Education Service, National Association for 
Mental Health, 10 Columbus Circle, New 
York 19, N. Y. 


Public Health Educator HI (Dental 


Hygienist) Assist in developing dental 
health programs for preschool and = adult 


groups in a several county area. Coordinate 
dental health education activities with over-all 
health education program. College gradua- 
tion, a year of graduate training in an ac- 
credited school of public health, and two 
years’ experience. Licensure or eligibility for 
licensure to practice dental hygiene in Wis- 
consin essential. Salary starts at $6,036; 
maximum $7,176. Civil service, vacation, sick 
leave, Social Security, and retirement benefits. 
Write R. J. Siesen, Personnel Officer, State 


Board of Health, 400 State Office Bldg., Madi- 
son 2, Wis. 


Psychiatric Social Worker—Salary range 
$6,672-$7,728. Newly created position. New 
mental health education program in the city 
of Berkeley Public Health Department. Staff 
consists of part-time psychiatrist, supervising 
program, one full-time psychiatric social 
worker, and one part-time health educator. 
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The program will provide psychiatric and so- 
cial work consultation to staffs of local health 
and welfare and related agencies, including 
the schools, as well as providing a community- 
wide program of mental health education and 
information, Requirements are two years of 
graduate study in social work in a recognized 
school of social work and completion of two 
years’ full-time paid experience in a_psychi- 
atric setting, including at least one year in 
a supervisory, administrative, or consultative 
capacity. Liberal employee benefits. Applica- 
tions will be accepted until appointment is 
made. Apply to the Personnel Director, Room 
19, City Hall, Berkeley 4, Calif. 


Social Work Administrator—State Board 
of Health, Child Guidance Division, Madison 
2, Wis., Amy L. Hunter, M.D. Creative pi- 
oneering opportunity for mature, experienced 
social worker. Plan and integrate social work 
facets of public health program for prevention 
of emotional health problems; team approach 
in organization and coordination of various 
state-wide educational and consultation proj- 
ects, including inservice training of state and 
local public health personnel and other pro- 
fessionals; education of lay groups; emphasis 
on discussion process to increase understand- 
ing and enhance constructive attitudes sup- 
portive of primary prevention; supervise sev- 
eral social workers serving on a district level 
in the above program. Headquarters: Madi- 
son. Requirements: M.S.W.; minimum of five 
years’ relevant experience, mainly in com- 
munity child guidance clinic team, including 
two years as a social work supervisor. Salary 
$7.356-88,736. 


Biostatistician—for school of public health 
in eastern United States. To assist in the 
design and evaluation of research projects in 
problems of chronic illness and medical care. 
Faculty appointment for Ph.D. in statistics, 
though a master’s degree will be considered. 
Salary $7,200-$8,400. Apply to Box ST-21, 
Employment Service, APHA. 


Public Health Statistician—Develop and 
conduct statistical program with City Health 
Department serving 200,000, including com- 
plete statistical analyses for program planning 
and consultation to staff and community. 
M.P.H. or related statistical work plus experi- 
ence desirable. Liberal employee benefits. 
Salary $5,356-$6,526. Write W. B. Prothro, 
M.D., M.P.H., Health Department, Grand 
Rapids 2, Mich. 


Dental Hygienists— Must have M.P.H. de- 
gree and preferably some public health work 
experience, Salary $460-$575. Civil service: 
Social Security and state retirement coverage. 
Write Mr. Alfred T. Johnson, Personnel Di- 
rector, Oregon State Board of Health, P. O. 
Box 231, Portland 7, Ore. 
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Physical Therapist——Licensed to practice 
in Virginia fer Visiting Nurse Association. 
Give physical therapy treatments in the home. 
\uto furnished: five-day, 40-hour week. Salary 
open. Apply Mrs. Randall Everett, President, 
Visiting Nurse Association, 3905 North Persh 
ing Dr.. Arlington, Va. 

Associate Laboratory Director — in charge 
of County Public Health Laboratory under 
part-time pathologist. Minimum _ training: 
Ph.D. or in microbiology and knowl 
edge of work in public health laboratory. 
Minimum experience: Two years’ satisfactory 
experience in publie health laboratory work 
or equivalent. Salary $8,820-$10,296. Apply 
(attaraugus County Health Department, Box 
573, Olean, N.Y. 


Psychiatrists— (1) Chief, Alcoholic Re 
habilitation Division. (2) Chief, Legal Psychi- 
tric Services Division. This clinie serves the 
iw-enforcement agencies of the District of 
Columbia. (3) Chief, Adult Mental Health 
Division. Salary $12,555. Federal government 
retirement, insurance, and leave privileges. 
Write Director of Publie Health, D. C. De- 
vartment of Publie Health, 300 Indiana Ave., 
N.W.. Washington 1, D. Attn.: Chief, 
Bureau of Mental Health. 


Medical Health Officer for established 
rural county health department central 
Michigan. Population approximately 50,000. 
Good personnel policies and vacation. Salary 
open, depending upon qualifications and ex- 
perience, For further information write to 
Shiawassee County Health Department, Court 
House, Corunna. Mich. 


Phy siatrist Opening for Board certified 
or eligible specialist in physical medicine for 
director of community rehabilitation center. 
Fine growth possibilities. Salary open, com- 


Tuberculosis or Internal Medicine — Age 
Pwenty years as clinical director 


2, citizen 
and administrator of recognized tuberculosis 


hospitals. Experienced in public health (tu- 
hereulosis) and direction of medical student. 
intern, resident. and affiliating student nurse 
programs Basically a specialist’ in’ chest 
diseases, but fully qualified in internal medi 
cine, Equable winter climate preferred. Avail 
able now. Box PH-99, Employment Service. 


APHA. 


Ph.D., age 39. Public 
Desire position as chief or 


Bacteriologist 
health oriented. 


assistant chief of public health laboratory, or 
affiliation with medical or public health school. 
Experienced teacher, researcher, and adminis 
trator. Box 


APHA. 


L-71, Service, 


Employment 
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POSITIONS WANTED 
On Box Numbers, Address APHA at 1790 Broadway, New York 19, N. Y. 


mensurate with experience and training. Send 
complete details, including salary request, to 
Robert A. Silvanik, Rehabilitation Center, 326 
Locust St.. Akron 2, Ohio. 


Public Health Nursing Supervisor and 
Public Health Nurse—to join young, well 
qualified staff in active generalized program. 
Teaching center for collegiate students. Pub- 
lic health preparation required. Starting salary: 
Supervisor $5,600; Staff Nurse $4,860. Apply 
Director, Eaton County Health Department, 
Charlotte, Mich. 


P.H.N. Hospital Coordinator — employed 
by the Madison Visiting Nurse Service. Posi- 
tion available June 1, 1960. Good personnel 
policies and salary. Qualified P.H.N. with 
at least two years’ P.H.N. experience. Teach- 
ing experjence desirable. Write Miss Ruth FE. 
TeLinde, Director, Madison Visiting Nurse 
Service, 2059 Atwood Ave., Madison 4, Wis. 


Bacteriologist-——Two vacancies: one for 
Bacteriologist-in-Charge, Northwest Branch 
Laboratory located at Bowling Green State 
University, Bowling Green; the other for 
Parasitologist-Bacteriologist, Central Labora- 
tory. Salary $460-$550 monthly. College de- 
gree plus experience required. Apply to Chief, 
Division of Laboratories, Ohio Department of 
Health, Columbus 10, Ohio. 


Health Educator— Desirable qualifications: 
formal training and experience in public 
health: sound working knowledge of com- 
munity organization. Salary open, depending 
on qualifications. Generous mileage and ex- 
pense allowances, vacation, sick leave, retire- 
ment policies. Write Rosalyn Mervis, Director 
of Health Education, Tuberculosis League of 
Pittsburgh, 2851 Bedford Ave., Pittsburgh 19, 
Pa. 


Health Statistician Ph.D. candidate, 
completing degree requirements by summer 
1960. Male, married, age 26. Extensive course 
work in biostatistics, mathematics, mathemati- 
cal statistics, demography, epidemiology, and 
I.B.M. machine methods. Two years’ experi- 
ence in medical and mental health research 
and statistics. Box ST-22, Employment Serv- 
ice, APHA. 


Physician — V..P.H.. University of Min- 
nesota. Fifteen years’ experience in public 
health, four years of which were with the 
Pan American Sanitary Bureau. Technical 
publications. Bolivian, age 47. Desire posi- 
tion in the United States or abroad for which 
), S. citizenship and Board certification are 
not required. Box PH-1, Employment Serv- 
ice, APHA 
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Bacteriologist—Male; M.S. Desire posi- 
tion in the southwest or the New England 
States. Well versed in diagnostic bacteriology, 


EMPLOYMENT SERVICE 


parasitology. and sanitary bacteriology, with 
nine years of experience. Box L-72, Em- 
ployment Service, APHA. 


(a) County health officer, ideal college 
town, California; $10,000-$14,000. (b) Health 
officer; five years’ experience desirable; uni- 
versity city, East; $10,000-$13,000. (c) Com- 
missioner of health; staff of 14: public health 
degree required: college town, Midwest: 
$10,000-$12,500. (d) Welfare medical direc- 
tor; interested in medical aspects of program; 
large city between New York and Boston. 
(e) Research biochemist, experienced in use 
of radioisotopes: study resistant arthropods in 


(a) Medical director, national health organ- 
ization; 26 years’ experience in development 
of health procedures, administration, research. 
(b) Public health nurse administrator, B.S., 


Commercial Advertisements 


All communications on the following commercial advertisements should be sent to 
Burneice Larson, Medical Bureau, Suite 605, 900 North Michigan Avenue, 
Chicago 11, UL 


OPPORTUNITIES AVAILABLE 


SITUATIONS 


communicable disease center: to $10,500; (f) 
Public health nurse; direct combined agency; 
30 on staff and capable assistant; $8,000- 
$9,000, Midwest. (g) Public health nursing 
instructor; fully accred. college, 4,000 enroll- 
ment; nine months; $550-$750 month, start, 
maximum ranging to $10,000 annually; South. 
th) Public health nurse for foreign assign- 
ment, work with natives and United States 
personnel; $5,000-$11,000; RN 2-6. 


WANTED 


M.A. public health, Columbia University; five 
years, city-county health department: seven 
years, director, community health center. 


White House Conference Publications 


Seven volumes of background material dealing with problems of children and 
youth are now offered for sale by the 1960 White House Conference on Children 
and Youth. These works contain the same data that will be used by 7,000 parti- 
cipants at the conference (March 27-April 2). 

“The Nation’s Children” is the title of three volumes ($6.00), edited by Eli 
Ginzberg, Ph.D., chairman of the Conference Studies Committee. “Children In 
A Changing World” ($1.25) is a book of 70 charts prepared by the Federal Inter- 
departmental Committee on Children and Youth. “State Reports Digest” ($1.50) 
is a national inventory of unmet needs in the states. Major national organizations 
engaged in national stock-taking for the Conference have provided evaluative reports 
in “National Organizations Digest” ($1.50). “Conference Proceedings.” to be pub- 
lished in July ($2.25), will contain guides for citizen action at state and local 
levels to meet the needs of children and youth. 

The volumes can be ordered from the Publications Division. White House 
Conference Headquarters, 330 Independence Avenue, S.W., Washington 25, D. C. 
Prices quoted are special preconference prices in effect only until March 1. 1960; 


postage and handling extra. 


FEBRUARY, 1960 


= 
| 
ae 
“3 
dh 
4 
q 
| 
| 
3 
= 
265 


BOOK REVIEWS 


ADOPTION OF CHILDREN—By the Commit- 
tee on Adoptions of the American Academy 
of Pediatrics. Evanston, Ill.: American Acad- 
emy of Pediatrics (1801 Hinman Ave.), 1959. 
60 pp. Price, $1.00. 


The Academy of Pediatrics should be 
congratulated for presenting. through its 
Committee on Adoptions. this clarifying 
pamphlet on the many questions in- 
volved in a consideration of adoption. 
This pamphlet presents clearly and sue- 
cinctly the basic principles involved in 
adoption, The report accepts the premise 
that a child needs the intimate relation- 
ships of family life. and when he cannot 
he reared in the home of his natural 
parents. an adoptive home will provide 
him with the affection, security. and 
understanding needed for his best de- 
velopment. A sound statement is made 
as to which children can most suitably 
he adopted as contrasted with those who 
should not be considered for adoption. 

The report summarizes well the serv- 
ices needed by and available to the 
natural parents and points up the rights. 
obligations, and responsibilities of the 
parents. Other sections deal with the 
services needed by the child and the 
adoptive parents. Questions relating to 
placement, such as race, religion. per- 
sonalities. intellectual capacities. and 
physical handicaps are answered spe- 
cifically. The value of careful selection 
of the adoptive home and the need for 
a period of supervision by a qualified 
child welfare agency are recommended. 

Perhaps the most essential chapter in 
the pamphlet is on the “Physician’s Role 
in Adoptions.” Here the academy has 
presented to the medical profession the 
responsibilities required of physicians, 
whether the physician be an obstetrician. 
pediatrician, family physician. general 
practitioner, or psychiatrist. These re- 


All reviews are prepared on invitation. Unsolicited reviews cannot be accepted. 


sponsibilities are defined according to 
whether the physician provides care to 
mother. child. or family: serves as a 
consultant to a social agency; is a mem- 
her of a hospital staff. an educator. or 
is fulfilling his responsibility as a citizen. 

Other chapters provide an excellent 
evaluative statement of adoptive serv- 
ices in the community and the laws re- 
lating to adoptions. The increasing prob- 
lem of interstate and intercounty adop- 
tion is presented. and helpful guideposts 
recommended by International Social 
Service are included. The final chapters 
give a glossary of terms used in relation 
to adoption practices and a very good 
bibliography: the pamphlet is also care 
fully indexed. 

This report will be a useful reference 
for all physicians and public health per- 
sonnel and can serve as the basis for 
policies and programming within any 
services for children or families. 

Evizapetu PL Rice 


LE.S. LIGHTING HANDBOOK (3rd ed.). 
THE STANDARD LIGHTING GUIDE—New 
York, N. Y.: Illuminating Engineering Society 
(1860 Broadway), 1959. 1100 pp. Price, 
$10.00. 

This handbook is the most compre- 
hensive book on the subject of lighting. 
containing both basic information and 
highly technical and detailed data. This 
edition presents much new information 
not available in other editions. 

The volume contains essential infor- 
mation on light and lighting in terms 
that can be read and understood easily: 
its scope is very broad and many sub- 
jects are discussed. Of principal interest 
and importance to public health people 
are the sections on Physics of Light. Light 
and Vision. Measurement of Light and 
Other Radiant Energy. Lighting of Of- 
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fices and Schools. Lighting of Institu- 
tions and Public Buildings, Lighting of 
Industries, and Residential Lighting. 
The back of the book includes many 
useful tables and formulas. 

Each chapter is organized and writ- 
ten in an individual manner, making it 
possible to read and understand any 
chapter without necessarily reading the 
preceding chapters. The book contains 
many diagrams, charts. tables, and illus- 
trations. A complete listing of refer- 
ences is given at the conclusion of each 
section. 

This book should be in every public 
health department or school library, 
since it is a basic book on the field of 
light and lighting. Everyone concerned 
with environmental health and hygiene 
should be familiar with this handbook. 


W. Moop 


CATALYTIC MODELS IN EPIDEMIOLOGY 
—By Hugo Muench. Cambridge, Mass.: Har- 
vard University Press (44 Francis Ave.), 1959. 
110 pp. Price, $4.50. 


This monograph postulates that the 
rate of development of diseased indi- 
viduals among well persons may be 
fashioned after the catalytic process in 
chemistry (which converts a fraction of 
reacting molecules during each time in- 
terval). The process makes use of the 
relative prevalence of two groups of in- 
dividuals at various time periods. 

After development of the simple cata- 
lytic model, an example shows how to 
fit such a curve to observed data by use 
of a nomogram. The language of the 
text is simple and each step fully ex- 
plained. The model is then modified for 
the case where not all of the population 
eventually react to the process. This is 
applied to data on measles and whooping 
cough. This last model turns out to be 
of the same form that describes the cata- 
lytic process which works in two op- 
posite directions simultaneously, viz., the 
reversible type of reaction. 
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Other variations on the basic model 
are introduced where there are two 
stages of change, from A to B and from 
B to C. Finally, models are considered 
where the rates of transition are allowed 
to vary, and such models are then ap- 
plied to survival data among patients 
with hypertension. 

The catalytic model employs concepts 
from the calculus. An early chapter out- 
lines selected technics of this branch 
of mathematics, and an appendix is de- 
voted to the mathematical solution of the 
various differential equations encoun- 
tered throughout the monograph. A lack 
of calculus knowledge is serious 
handicap in following the development 
of the models. 

All the models considered are deter- 
ministic. Recent efforts in model build- 
ing for epidemiology have concentrated 
on moving beyond deterministic expla- 
nations. The newer models, termed 
stochastic, introduce a chance factor and 
attempt to explain, more realistically. 
that which is occurring in nature. 
Nevertheless. by presenting herewith the 
refined products of his teaching experi- 
ence over the years, the author makes a 
contribution. The book will help the 
reader new to this field to get an under- 
standing of the forces that produce popu- 
lation change, and it may provide clues 
enabling the more experienced reader to 
devise more refined models which over- 
come the discrepancies of the simple 
one. It is to be regretted that this mono- 
graph was not published a number of 
years ago so that others, aside from the 
author’s students, might have benefited. 
Bernarp G. GREENBERG 


EXPERIMENT PERILOUS—By Renee C. Fox. 
Glencoe, Ill.: The Free Press, 1959. 262 pp. 
Price, $5.00 
Beautifully written, this monograph 

reports a years observations of the 

stresses and reactions to stress of pa- 
tients and physicians in a hospital ward 
for the treatment and investigation of 
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serious chronic disease. It is the work 
of a young sociologist. herself an expolio 
case. who lived and worked full time 
in the metabolic ward of a teaching hos- 
pital in a large New England city. 

The patients on Ward F-Second were 
faced with the high probability of death. 
and Miss Fox describes in poignant de- 
tail how they adjusted to this prospect 
with laughter. prayer, development of 
interest in medical affairs. some hope. 
and a “deep, organized commitment to 
one another.” The physicians were 
faced with failure and frustration of 
their goals. and we learn how they ad- 
justed to these stresses through various 
forms of rapport with their patients and 
with each other. A chapter is also de- 
voted to the role of the social scientist 
as an observer in a setting loaded with 
drama yet requiring objectivity. 

This is a purely descriptive case-study 
of personal and interpersonal reactions 
ina small group. It is not quantitative. 
nor does it draw conclusions as to which 
forms of behavior yield the least human 
suffering. No clues are given on how 
the structure of a hospital ward or the 
larger dynamics of medical care organ- 
ization in American society may be con- 
tributing to the stresses described or the 
adjustments of individuals to them. As 
a psve hological dissection of stress. how- 
ever. it enriches our understanding of 
behavior and may inspire research more 
specifically sociological. which will point 
the way to methods of social organiza- 
tion that may help to reduce human 
pain. Mitron Roemer 


THE SCHOOL HEALTH PROGRAM — By 
Alma Nemir. Philadelphia, Pa.: Saunders 
(West Washington Square), 1959. 428 pp. 
Price, $6.00. 

In its subtitle, this book is described 
as a textbook for teachers and for other 
professional personnel concerned with 
school health. This statement is true to 
a greater extent for teachers and non- 
medical educational service personnel 
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than it is for health service personnel 
in the school. The use of the book for 
improving the organization and adminis- 
tration of school health services is, there- 
fore. rather limited since the chapters 
which deal with this aspect of the school 
health program are not as detailed or 
clearly outlined as those which cover the 
fundamentals of the school health pro- 
eram. 

The chapters which discuss the spe- 
cific health problems of school children 
should prove particularly valuable to 
teachers. because of the thorough treat- 
ment which the author gives them. 
Teachers with misgivings about children 
heing in school with epilepsy should be 
reassured by Dr. Nemir’s chapter on the 
subject. 

As a text in the preparation of teach- 
ers. this publication should contribute 
much to a better understanding of the 
purposes of the school health program 
and its relationship to the total curricu- 
lum of the school. It should also be 
helpful in convincing teachers in service 
that their role in fostering and promot- 
ing a good school health program is a 
major contribution to the health, as well 
as the education. of children. 

Heven T. Watson 


POPULATION, GROWTH, ANS _SONOMIC 
DEVELOPMENT IN LOW INC“*ME COUN- 
TRIES—By Ansley J. Coale and Edgar M. 
Hoover. Princeton, N. J.: Princeton University 
Press, 1958. 389 pp. §9 Tables, 19 Charts. 
Price, $8.50. 


This book on an increasingly popular 
and important subjeci. is based on a 
study by the Office of Population Re- 
search at Princeton University. Its 
principal focus is upon the question of 
the potential effect of a decreased birth 
rate on the economic growth of under- 
developed countries. India is used as 
the prime case study with Mexico and 
several other countries examined sec- 
ondarily in terms of the conclusions. 
While it is recognized that many factors 
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contribute to a lowered mortality. hence 
a population increase in underdeveloped 
countries, the authors point out that the 
most important factor is public health 
activity. They conclude that although pub- 
lic health measures can be effectively 
introduced without significant social or 
economic changes. it is likely that effec- 
tive economic development. itself. event- 
ually will bring about a modern public 
health program. 

It is maintained that a period of two 
to three decades of reduced fertility 
would result in about the same number 
of available workers as would otherwise 
be the case. This less fertile adult popu- 
lation. having fewer dependents. could 
invest more and gradually produce 
more. In turn, the total product would 
he divided among progressively fewer 
consumers. resulting in a higher average 
economic state. Beyond this it is hy- 
pothesized that higher average levels of 
consumption would result in better in- 
centives and improved physiological 
capacity and in turn in even higher 
levels of consumption. 

Despite its somewhat formidable title 
and the amount of statistical data pre- 
sented. the volume is quite readable and 
forms a significant addition to the litera- 
ture in a vitally important area of hu- 
man study and concern. 

Joun J. Hanton 


MENTAL HEALTH MANPOWER TRENDS— 
Joint Commission on Mental Illness and 
Health. Monograph Series No. 3—By George 
W. Albee. New York, N. Y.: Basic Books (59 
Fourth Ave.), 1959. 361 pp. Price, $6.75. 


This is the third in the series of mono- 
graphs to be published as a result of the 
work of the Joint Commission on Men- 
tal Health and Illness. This is an excel- 
lent review of the manpower situation 
in the mental health field. Not only does 
Dr. Albee review the history of the train- 
ing of the psychiatrist, psychologist. so- 
cial worker, psychiatric nurse, and other 
allied professions, but he evaluates the 
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current situation and the probable 
sources for recruitment of personnel for 
these fields. In turn, these are related 
to the upward population trend in the 
United States. He very carefully reviews 
the educational system in this country 
and points out the realistic difficulty in 
increasing the mental health personnel. 
unless there is a fundamental change and 
upgrading of education in the country. 

There is an introduction by Dr. Jack 
Ewalt. director of the Joint Commission. 
which reviews the problems that are de- 
tailed in the book. 

This book is a careful. scholarly ap- 
praisal of the past. present. and future 
trends of the manpower situation in this 
field. Dr. Albee does not give us any 
easy answers. This thought-provoking 
volume is recommended for anyone with 
an interest in mental health and illness. 

Davin S. SANDERS 


THE SOCIAL WELFARE FORUM 1958— 
Official Proceedings, 85th Annual Forum, 
National Conference on Social Welfare. Chi- 
cago, Ill. May 1-16, 1958. New York, N. Y.: 
Columbia University Press (2960 Broadway), 
1958. 311 pp. Price, $5.00. 


The National Conference of Social 
Work meets annually to provide a “dy- 
namic educational forum for the critical 
examination of basic welfare problems 
and issues.” Its Official Proceedings are 
a selected collection of papers read at 
the conference which deal with general 
policy issues. Only a few of the more 
practice-oriented papers are included, 
since the conference also publishes sepa- 
rate collections of papers on Community 
Organization, Case Work. and Social 
Group Work. 

The diversity of subjects is great. 
They range from the global Philip C. 
Jessup’s Foreign Relations Begin at 
Home to technical problem-oriented es- 
says like Kermit T. Wiltse’s imaginative 
The Hopeless Family. It deals with 
chronic cases requiring help from many 
social agencies. Social work can be 
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justly viewed as the general practice 
field of the human helping professions. 

Social work’s concern with application 
of social science to social work is evi- 
dent throughout the volume. particularly 
in the Edward C. Lindenman memorial 
lectures by Grace L. Coyle’s Bridge 
Between Social Work and the Social Sci- 
ences, Jessie Bernard’s Neo-Marital Pro- 
gram, and Lawrence K. Frank’s Change 
Through Group Experience 

Social work has many “causes” which 
can and do inspire dedicated action. 
But broad social welfare issues are not 
the number one concern of profession- 
ally trained social workers. As Evelyn 
Burns points out, in a down-to-earth 
presidential address, social workers tend 
to concentrate on the intensive treatment 
of individuals and groups. The field of 
corrections, the field of public welfare. 
Social Security, and the other public 
social services that try to deal with the 
sociopsychological consequences of pov- 
erty have only a small proportion of the 
profession’s fully trained workers. S. J. 
Roney, director of the Bureau of Public 
Assistance, who writes about this neg- 
lected frontier of the profession. states 
that there has been no decline of family 
breakdown in these ever more prosper- 
ous times. The number of divorced 
women increased eight times as fast as 
the total number of women in the popu- 
lation from 1900 to 1950. Similarly. 
there is an increase in the number of 
recorded illegitimate births. The Ameri- 
can “welfare” state is far more a news- 
paper term than a reality. 

Joseru W. Eaton 


WELFARE SERVICES IN A CANADIAN 
COMMUNITY—By D. V. Donnison. Toronto, 
Canada: University of Toronto Press, 1959. 
200 pp. Price, $5.95. 

This book is essentially a detailed de- 
scription of the welfare services in an 
Ontario community of approximately 
13,000 people. The word “welfare” is 
very broadly used and includes such 


270 


diverse services as public assistance, un- 
employment insurance, churches, and 
service clubs. The description of serv- 
ices is meticulous but, according to the 
author’s own description of the study, 
only minimal evaluation is attempted. 
This markedly reduces the value of the 
book. Its usefulness to the reader in the 
United States is limited unless his main 
interest is in the details of the organiza- 
tion of local community health and wel- 
fare services. For the public health pro- 
fessions. its usefulness seems to lie 
mainly in the contrast of Canadian serv- 
ices with those found in the United 
States. Interestingly enough, similarities 
markedly outweigh differences between 
the two countries. 

A second area of usefulness is the 
hook’s fairly good (although seemingly 
unconscious) description of the commu- 
nity’s power system. With these excep- 
tions. the book cannot be recommended 
as very useful reading for most people 
in the public health professions. 

Herpert Norkin 


THE VOLUNTEER AND THE PSYCHIATRIC 
PATIENT—Washington, D. C.: American 
Psychiatric Association (1700 Eighteenth St., 
N.W.), 1959. 123 pp. 


This small volume is a report of a 
conference held in June, 1958. on volun- 
teer services to psychiatric patients. The 
report summarizes extensive preconfer- 
ence preparation and conference con- 
sideration on the following topics: 


1. Present status and objectives of volunteer 
programs for the treatment, care, and rehabili- 
tation of the mentally ill. 

2. Administrative responsibilities and per- 
sonnel policies for the operation of volunteer 
participation. 

3. Recruitment, selection and placement, 
training and recognition of volunteer workers. 

4. Expanding opportunities for the utiliza- 
tion of volunteers with particular reference to 
the rehabilitation of patients in the commu- 
nity. 


Consideration of the first three topics 
results in a summary of experience and 
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a useful handbook for the hospital di- 
rector planning to initiate or to re- 
organize a volunteer program. The final 
chapter contributes a succinct statement 
of ten guiding principles for a volunteer 
program of services to the psychiatric 
patient. 

The problems in the development of 
constructive volunteer programs of serv- 
ices to the psychiatric patient in the 
community are analyzed in the report 
based on topic 4. The general conclu- 
sion reached is that there is urgent need 
for creative experimentation and for the 
initiation of studies, scientifically based. 
of volunteer programs oriented to serv- 
ices of the patient in the community. 

The appendixes are a valuable infor- 
mation source to those concerned with 
volunteer services. Included are: tables 
showing spread in this country of volun- 
teers serving psychiatric patients. insti- 
tutions concerned, and kinds of pro- 
grams. A variety of source materials. 
such as data on medical care. disability 
insurance and workmen’s compensation 
for volunteers. and tax deductibility of 
volunteers’ expenses are given; as well 
as job descriptions for volunteer direc- 
tors. an extensive bibliography. and 
available volunteer program manuals. 

This reader found a significant weak- 
ness in the study. The report stresses 
the importance of using the volunteer’s 
service as the unique contribution of 
an interested outsider who comes to help 
with the program, not to substitute for 
shortages in paid staff. However. back- 
ground that is essential for review of 
volunteer services with the psychiatric 
patient. or delineation of the necessary 
services by paid staff who provide ade- 
quate service to the patient is not pre- 
sented. That framework is necessary to 
define the pluses in services that fall 
within the proper function of the volun- 
teer in the program. Without this basic 
differentiation, it would be difficult for 
the volunteer to be in a position to learn 
enough about unmet services to fulfill a 
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major function of the volunteer cited in 
the report as: “to act to improve avail- 
able services and meet unmet needs by 
sponsoring and supporting social legisla- 
tion, budgets, . . .” 

Marton F. Lancer 


EPIDEMIOLOGY OF COMMUNICABLE DiS- 
EASES—Edited by Ahmed Mohamed Kamal. 
Alexandria, Egypt: Imprimerie du Commerce 
(Anglo Egyptian Bookshop), 1958. 567 pp. 


This book was written primarily for 
the use of local medical and_ public 
health students. Only those communica- 
ble diseases important from the Egyptian 
point of view are discussed. These dis- 
eases are, however, of concern in other 
parts of the world, and the book should 
prove useful to a wider audience, espec- 
cially in areas with similar climatic, geo- 
graphical, and socioeconomic conditions. 

In the United States and Canada the 
book can be recommended to those 
schools of public health receiving stu- 
dents educated in Egypt. The faculty of 
these schools might wish to know details 
of elementary information and some- 
times misinformation which the students 
may have. Furthermore, consultants in 
epidemiology of communicable diseases, 
proceeding to Egypt or neighboring 
countries, could undoubtedly the 
book with profit to learn where they 
need to start. 

The opening chapter briefly indicates 
the modern concept of epidemiological 
practice as applied to noninfectious and 
infectious disease, both in field research 
and in evaluation of public health prac- 
tices. The remainder of the book is con- 
cerned only with the epidemiology of 
infectious diseases. 

Succeeding general chapters give ex- 
amples of the mechanisms involved in 
the spread of infectious diseases, a short 
discussion on immunity, and some prin- 
ciples on control of diseases including 
disinfection disinfestation. Few 
would agree with the statements that im- 
munity after typhoid fever lasts only a 
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few years and that yellow fever vaccine 
vives life-long protection. If this gen- 
eral section were written more critically, 
the volume would be more useful. 
Five-sixths of the book is devoted to 
the epidemiology. prevention, and con- 
trol of some 30 diseases now found in 
Eeypt or potentially important from the 
viewpoint of international traflic, The 
latter are cholera, plague. smallpox. and 
vellow fever. the last never having been 
present although the country is con- 
sidered a receptive area for yellow fever. 
The cholera epidemic in 1917 is con- 
sidered at some leneth. The mechanism 
of the introduction of this disease is still 
not proved, but the statement (Page 
556) that the water of the Ismailia Canal 
was no doubt infected through an act of 
sabotage does little to advance studies 
of this serious outbreak. 


Especially since the opening of the 
Suez Canal in 1869, Egypt has occupied 
a key place in international traffic and 
particularly for those coming from Asia. 
parts of which still have endemic cholera. 
plague and smallpox. Therefore. it is 
fitting that the role of the WHO In- 
ternational Sanitary Regulations in the 
international control of disease should be 
fully discussed in a later chapter. 

It would be desirable in a subsequent 
printing to proofread the text more care- 
fully. especially the syllable divisions at 
the end of lines. The book will prove 
useful to many readers concerned with 
the diseases described because of the 
orderly epidemiological approach to 
each one. Those wishing to consult 
original papers of authors mentioned 
will miss the usual references. There is 
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A SELECTED PUBLIC HEALTH BIBLIOGRAPHY 


WITH ANNOTATIONS 


Raymond 8S. Patterson, Ph.D., F.A.P.H.A. 


Settling the Seore——If you are in 
any way responsible for the organiza- 
tion. conduct. or the over-all success of a 
public health gathering you may want 
to consider the possibility of importing 
this idea from the (Br.) “Journal of 
the Association of Public Health Inspec- 
tors.” An anonymous author of “A 
Delegates Diary” 
readable account of the entire 


gives a breezy and 
annual meeting, commenting — appar- 
ently quite frankly —-on such matters 
as which sessions were exciting and 
which werent up to snuff. and who 
made a hit and how. as well as those 
who struck out while at bat and why. 
Wholesome medicine for future speakers, 
it would seem! 

Anon. A Delegate’s Diary. The Sanitarian 
(Brod 68, 2:56 (Nev.), 1959. 

Sunshine and Fresh Air—-Subur- 
bia has grown three times as fast as 
the central city and twice as fast as the 
country as a whole. Statistical presen- 
tation of this challenging social and/or 
public health phenomenon is divided 
into national and metropolitan regions, 
so you can see at a glance how your 
hailiwick’s growing pains compare with 
similar Pacific 
regions have. as you probably know, the 
suburban in- 


difficulties elsewhere. 
highest’ percentages of 
crease. New England the lowest. 

Avon. Rapid Suburban Population Growth. 
Statist. Bull. Metrop. Life Insur. Co. 40, 9:1 
(Oct.), 1959. 


From Five Hundred Clinies 
Summarized here. for the first. time. 
are the national data on the character- 


istics of almost four hundred thousand 

and the sort of services 
who attended outpatient 
psychiatric clinics established through 
the cooperation of the NIMH and state 
mental health authorities. More children 
than adults were seen for diagnosis and 


clinic patients 
they receive 


short-term treatments. and more males 


than females. 

Bann, A. K., and Normay, V. B. First 
National Report on Patients of Mental Health 
Pub. Health Rep. 74, 11:943 (Nov.). 


Clinies. 
1959. 

Cigarettes vs Lungs The Surgeon 
General's reasoned and eminently rea- 
sonable statement about the status of 
lung cancer will be known by all in the 
public health field, if not by this official 
statement then by the play it received 
in the public press. He reviews here 
the evidence that points to the clear 
relationship of heavy cigarette smoking 
and lung cancer; he pays his respects 
to the arguments of others who say that 
there are other cancerogenic factors in 
our environment; he ends with seven 
“statements” justified by the studies to 
date. 

Burney, L. E. Smoking and Lung Cancer. 
J.A.M.A. 171, 13:1829 (Nov. 28), 1959. 


Another Official Statement—Thi- 
one is based upon the findings of the 
PHS Committee on Live Poliovirus Vae- 
It says. in effect, that if progress 
continues in the research on live virus 


vaccines, at least one vaccine may be 
in production within a year or two. 


In the meantime the Salk vaccine “a 


potent weapon whose value and effec- 
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tiveness have been proved” is here for 
our use and should be used. The bridges 
still to be crossed before live vaccines 
may be licensed for production are 
described. 

Burney, L. E. Live Poliomyelitis Vaccine 
Status. Pub. Health Rep. 74, 11:983 (Nov.), 
1959. 


VD in High School——“The upward 
trend in (VD) cases begins at 12 years 
of age among girls and 14 years among 
hoys ... peak case incidence is 17 years 
among girls and 20 among boys... . 
What school nurses did, through group 
teaching and individual counseling in 
one city school system, is related in use- 
ful detail. 

G. E, 
nereal Disease. Am. J. 
(Dec.), 1959. 


The Teenager and Ve- 
Nursing 59, 12:1738 


Not By Bread Alone—lIf you are 
one who assumes that nutrition, exer- 
cise, and rest are the essentials of 
healthy living then you will find some 
tough challenges to face in this portrayal 
of the real needs of man. How much 
of this inclusive picture you can accept 
will depend probably upon your experi- 
ence and insight. but it would be difficult 
indeed for you te ponder over these 
twelve “basic needs” and not be influ- 
enced by your reading. 


Dunx, H. L. What High-Level Wellness 
Means. Canad. J. Pub. Health 50, 11:447 


(Nov.). 1959. 


“Smelling of Rats’—A_ British 
MOH thinks out loud about the opposi- 
tion to water fluoridation and ways to 
combat opponents. employing unhappy 
American experience as a sort of hor- 
rible example. He mulls over what we 
might have done and what his associates 
will soon have to be doing. He observes 
gravely. “it is a common characteristic 
of the opponents that they are inherently 
suspicious. given to the imagining of 
conspiracies. and the smelling of rats.” 
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Grirritu, G. W. Observations on the Fluori- 
dation Controversy. Pub. Health 74, 1:27 
(Oct.), 1959. 


Poisons—Three years’ experience in 
the operation of a poison control center 
in New York leads to these observations 
(based upon nearly 24,000 incidents) : 
among infant fatalities lead was the 
most frequent poisoning agent, followed 
by aspirin; nearly all reported incidents 
would have been preventable; a public 
educational program is an essential. 

Jacosziner, H. Causation, Prevention, and 


Control of Accidental Poisoning. J.A.M.A. 
171, 13:1769 (Nov. 28), 1959. 


This Is About Rabbits—Diet with 
neither cholesterol nor fat in it raised 
the blood cholesterol level and induced 
atherosclerosis in full-grown rabbits. The 
cholesterol level went down when corn 
oil was added to the diet. There is 
much to suggest, say the authors, that 
similar changes might develop in man 
and that atherosclerosis may thus be a 
symptom of fatty acid deficiency. 

Marmros, H., and Wicanp, G.  Athero- 


sclerosis and Deficiency of Essential Fatty 
Acids. Lancet 7106:7496 (Nov. 7), 1959. 


Pets, Babies, and Hospitals—Dur- 
ing a year of study enteropathic FE. coli 
were isolated from many pet cats and 
dogs. In one hospital admission, it was 
clear that the baby had been infected 
with one of these organisms by an 
apparently healthy pet dog. 

Mian, K. A. Isolation of Enteropathogenic 
Escherichia coli from Household Pets. J.A.M.A. 
171, 14:1957 (Dee. 5), 1959. 


Teamwork the Answer—Though 
this paper does not neglect the over-all 
school health program (in a substantial 
suburban setting). its primary concern 
is with professional teamwork and joint 
medical facilities essential to effective 
care of children physically and emotion- 
ally handicapped. 

Mirenect, H. H., and Peertes, W. J. Newer 
Concepts of School Health Services. J.A.M.A. 
171, 15:2060 (Dec. 12), 1959. 
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Nursing Statesmanship— After re- 
viewing history, and some of the devious 
politics that foreshadowed and colored 
the present-day status of practical nurs- 
ing, the author looks into the future 
of this presently and healthfully growing 
He dares to hope 


area of patient care. 
that practical nurses will be more effec- 


tively employed than now in both health 
agencies and institutions. More impor- 
tant. he hopes, they will become more 
available for post-hospital care in the 
home. 
Porterrivip, J. D. The Practical Nurse 

Her Place in the Sun. Nursing Outlook 7, 
11:656 (Nov.), 1959. 


Sniffles Study —From that unique 
venture, the (Br.) Common Cold Re- 
search Units. comes further evidence 
that “HA” viruses, herein called “parain- 
fluenza” viruses, can cause illnesses re- 
sembling the common cold, when the 
viruses are instilled into the nasal pass- 
ages of volunteers. The incubation period 
in the cases was longer than’ when 
the illnesses were produced experimen- 
tally by ordinary “cold” virus instilla- 
tions. The authors point out that. it 
has yet to be proved that the effects 
would have been the same under natural 
conditions of exposure. 


Tyrrect, D, A. J., et al. Inoculation of 
Human Volunteers with Parainfluenza Viruses 
Types 1 and 3 (HA 2 and HA 1). Brit. M. J. 
5157:909 (Nov. 7), 1959. 


Hil and Old——Assembled here are 
three papers dealing with technics to 
be used in training personnel to care 
for the chronically ill and the aged, in 
nursing homes. They represent three 
approaches to this training that are now 
being carried on. 

Unperwoop, B. 


(and two related papers). 
74, 11:986 (Nov.), 1959. 


Filling Training Needs 
Pub. Health Rep. 


Air Clearing—-Seven papers. though 
drastically cut, still provide some indi- 
cation of the temper of a discussion 
between (Br.) general practitioners and 
MOHW’s. concerning the relative roles of 
the two professions in present-day prob- 
lems of health and illness. Though the 
relationship of the two professional 
groups in Britain is quite dissimilar 
to their jobs here. there is much in the 
frank give-and-take discussion that has 
meaning for us. At any rate, it is 
always stimulating to eavesdrop on 
others in their moments of frankness. 

Watson, G. I. The New Epidemiology (and 
six related papers). Pub. Health 74, 2:49 
(Nov.), 1959, 


If additional information is desired regarding the articles listed in this bibliography, please 
communicate directly with the publications in which they appeared; the addresses are furnished 


for your convenience. 


Am. J. 
Brit. M. J. 


(British Medical Journal), British Medical 


Tavistock Sq., London, W.C.1, England. 


Nursing (American Journal of Nursing), 2 Park Avenue, New York 16, 


Association House, 19 


Canad. J. Pub. Health (Canadian Journal of Public Health), 150 College St., 


lorento 5, Canada. 


J.A.M.A. (Journal of the American Medical Association), 535 N. Dearborn St.. 


Chicago, Il. 


Lancet, 7 Adams St., Adelphi, London, W.C.2, England. 
Nursing Outlook, American Journal of Nursing Company, 10 Columbus Circle, 


New York, N. Y. 


Pub. Health (Public Health), Society of Medical Officers of Health, Tavistock 
House, Tavistock Sq., London, W.C.1, England. 
Pub. Health Rep. (Public Health Reports), Gov. Ptg. Office, Washington, D. C. 


Sanitarian (National 


Association of Sanitarians), University of Denver, UPC, 


Department of Sanitary Science, Denver 10, Colo. 
Statist. Bull. Metrop. Life Insur. Co. (Statistical Bulletin of the Metropolitan Life 
Insurance Company), One Madison Avenue, New York 10, N. Y. 
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NEWS FROM THE FIELD 


WHO News 


Analysis for Radionuclides 

“Methods of Radiochemical Analysis.” 
a report of the first meeting of a joint 
WHO/FAO_ Expert Committee covers 
methods for determining radioactive 
materials in certain biological matter, 
foods. and the human body and dis- 
cusses the sources and evaluation of 
contamination. The significance to both 
public health and agriculture of radio- 
nuclides plus the similarity of laboratory 
methods used in both areas. in deter- 
mining the presence of such contami- 
nants. prompted this cooperative effort. 
Because of the breadth of their com- 
bined fields. however. the committee 
gave “primary attention, at this first 
meeting. to the more immediate health 
aspects and only preliminary considera- 
tion to the agricultural problems.” 

WHO Technical Report Series No. 
173. Columbia University Press, Inter- 
national Documents Service. 2960 Broad- 


way. New York 27, N. Y.. $1. 


PASB: Professional Education 
Under the auspices of the WHO/PASB, 


the directors of schools of public health 
of Latin America held a conference in 
Mexico, November 2-6, 1959. In ad- 
dition to the directors of seven of the 
nine schools in Latin America, one or 
two faculty members attended from 
each school. and one or more persons 
from the national ministries of health 
in the several countries also participated 
in the discussions; 35 were present in- 
cluding representatives from the United 
States. 

The opening plenary session was ad- 
dressed by José Alvarez Amezquita. 
M.D.. the minister of health and welfare 
of Mexico and by Abraham Horwitz. 
M.D.. M.P.H.. director, Pan American 
Sanitary Bureau. Group sessions were 
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held in which three main themes were 
discussed: (a) the objectives of a school 
of public health, (b) curriculum con- 
tent and teaching methods, and (c) 
standards of teaching, research, com- 
munity service, and administration of 
the institution. Results of the group 
discussions were then presented to the 
plenary session and a final report drawn 
up which reflects the views of the con- 
ference as a whole. This is available 
at the Pan American Sanitary Bureau, 
1501 New Hampshire Avenue, N.W.. 
Washington 6, D. C; in Spanish and 
English. 

Among the conclusions: (1) The 
teaching staff should develop in the 
students such knowledge as will permit 
them to plan, execute, and evaluate 
health programs, preferably in a team. 
This should be done through the study 
of principles. theories, methods, and 
technics relating to promotion of health 
and prevention of disease including re- 
habilitation and the recovery of health. 
(2) The students should have experi- 
ences that will demonstrate the applica- 
tion of principles and methods learned 
during their studies, to the solution of 
most frequently encountered problems. 
Members of the school of public health 
should engage in research in order to 
advance the frontiers of knowledge and 
in order to acquaint the students with 
advanced problems and those that have 
not yet been solved. (3) The school 
should act as a repository of knowledge 
in the field of health, so that the com- 
munity and its agencies may call upon 
the school of public health for expert 
knowledge in this field. (4) The stu- 
dents of the school of public health 
should have basic knowledge in the 
field of health. be dedicated to public 
service, and be able to work effectively 
in a team. (5) The school should offer 
public health administration, epidemi- 
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ology, biostatistics, and environmental 
sanitation as basic essential courses. In 
addition, the social sciences, nutrition, 
health education, maternal and child 
health. microbiology, and parasitology 
should be considered important subjects 
presented either separately or in  con- 
junction with the above. (6) A school 
of public health is a costly enterprise 
and should be supported from public 
funds insofar as possible. (7) Each 
country and institution should develop 
standards for its school of public health. 

At the final plenary session, the partic- 
ipants expressed the hope that regular 
meetings of persons in Latin America 
engaged in the teaching of public health 
might be held. 

Pedro Daniel Martinez. M.D.. director, 
School of Public Health, Mexico City, 
was president of the conference. James 
Troupin, M.D.. director of profes- 
sional education, APHA, and Wilson G. 
Smillie. M.D... Dr.P.H.. consultant to 
the APHA Committee on Professional 
Education, attended the conference as 
consultants to PASB. 


Graphic Picture of Africa's Health 


The November-December “World 
Health” is a special issue on “Africa: 
The Era of the Doctor and the Engi- 
neer.” This represents the first of a 
series of special issues describing the 
health problems in different parts of 
the world. Profusely illustrated with 
photographs, the story of the transition 
“From the Pastoral Era to the Age of 
Engineers” in this “continental vastness” 
is dramatically told. 

In this section devoted specifically to 
“Africea’s Health” there are such sub- 
titles as Children First: They Track 
Down an Evil Genius, Gambiae: Knowl- 
edge Leads to Health; The Fight of the 
Sleep Brigades: Mental Illness and Tu- 
hereulosis: and My Enemy Number One 
Is the Witch Doctor. 

In introducting the issue. Dr. F. J. C. 
Cambournac says: “The new feature in 


Africa is that the Africans themselves 
are taking their own destiny in hand: 
traditional ways of life are being re- 
placed by a civilization in which modern 
techniques play a predominant role. 
The most spectacular aspect of the 
evolution . . . is the appearance of vast 
work sites from which the industrial 
structure of the continent is emerging.” 

This bimonthly WHO magazine is a 
window on health around the world. 
Requests to be put on the mailing list 
should be made to WHO Regional Office 
for the Americas, Pan American Sani- 
tary Bureau, 1501 New Hampshire 


Avenue. N.W., Washington 6. D. C. 


Nuclear Engineers to Meet 


The 1960 Nuclear Congress will be 
held in New York City’s Coliseum, April 
1-7. With 35 per cent of the nation’s 
600,000 engineers living and working 
within 300 miles of New York City. 
the congress is expected to draw its 
largest attendance to date. The 6th 
Nuclear Engineering and Science Con- 
ference, the 8th NICB Atomic Energy 
in Industry Conference. and the 6th 
International Atomic Exposition will be 
components of the congress. The theme 
of the meeting is “What Will the Future 
Development of Nuclear Energy Demand 
from Engineers?” The bill of attractions 
includes discussions of public health 
problems, federal-state regulations, and 
nuclear propelled aircraft and space 
vehicles. 

The session on public health regula- 
tion of nuclear energy is being spon- 
sored by the American Public Health 
Association. Merrill Eisenbud, profes- 
sor of industrial medicine. New York 
University, who will lead this program. 
developed it in consultation with Lester 
A. Barrer, Ph.D., radiation physicist. 
New Jersey State Department of Health. 
The congress is open to all interested 
persons. Registration fee $15 ($1 for 
bonafide students). Dr. Clarke Williams, 
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chairman of the Nuclear Engineering 
Department of the Brookhaven National 
Laboratory, Upton, N. Y., is congress 
chairman. Francis B. Elder, engineer- 
ing associate. APHA, represents the 
Association on the program committee 
which is headed by E. B. Gunyou. 


Board Examinations: Nutrition 


The American Board of Nutrition 
will hold the next examinations for 
certification as a specialist in human 
nutrition during the week of April 
11-15, 1960, in Chicago, Ill. Candidates 
who wish to be considered for these 
examinations should forward applica- 
tions to the secretary's office not later 
than March 1. Forms from the secre- 
tary. Robert E. Shank, M.D., Department 
of Preventive Medicine, Washington 
University School of Medicine, Euclid 
Avenue and Kingshighway, St. Louis, 


Mo. 


Stepping Up Polio Immunization 


An early spring campaign to support 
local vaccination drives was sparked at 
a recent Washington meeting called by 
the Public Health Service. Here represen- 
tatives of health and medical organiza- 
tions reviewed the 1959 polio experience 
and mapped plans for promoting further 
vaccination. 

It was reported that 30 per cent of 
the population under 40 have had no 
vaccine. Children under five years of age 
without vaccination number 4,500,000; 
this group accounted for 43 per cent 
of paralytic cases in 1959. In the three 
cities with major and most of the 14 
with moderate outbreaks, cases were 
concentrated among unvaccinated per- 
sons living in crowded and poorer eco- 
Programs to bring these 
must be 


nomic areas. 
groups under immunization 
developed with the close cooperation of 
the public health and medical profes- 
sions and the citizenry. 
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The spring advertising campaign to 
promote more widespread vaccination 
will be conducted by the Advertising 
Council and sponsored jointly by the 
Public Health Service. the National 
Foundation, and the American Medical 
Association. 

The American Public Health Associa- 
tion was represented by Murray Grant, 
M.D., health officer of Prince George’s 
County, Md. Another local health officer, 
James F. Speers, M.D., of Des Moines- 
Polk County, lowa, was also present as 
were three state health officers, Dela- 
ware’s Floyd I. Hudson, M.D.. Indiana’s 
Andrew C. Offutt, M.D.. and Mibssis- 
sippis A. L. Gray, M.D. The latter 
three represented the Association of 
State and Territorial Health Officers. 


ASTHO and Surgeon General Meet 


The annual meeting of the Association 
of State and Territorial Health Officers 
with the Surgeon General passed a 
number of relating resolutions. Among 
these, one introduced by the Hospital 
and Mental Health Committee. urged 
the state and territorial health officer to 
encourage the development of refresher 
courses and other educational activities 
for the orientation of health officers and 
practitioners in the understanding and 
use of mental health resources. 

On the recommendation of the Com- 
mittee on Long-Term Illness and Aging 
the association’s members were urged to 
develop services to deal with problems 
of disability, to seek state and federal 
funds for this purpose. and to work 
toward cooperative relations with voca- 
tional rehabilitation and related agencies. 

Another resolution was introduced by 
the special Health and Medical Services 
Committee. It urged that local health 
departments orient newly licensed prac- 
titioners to health activities of commu- 
nities and the relationship of the prac- 
titioner to these services. 


Herman FE. Hilleboe, M.D.. New York 
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State health commissioner. was given 
ASTHO’s McCormack Award “for his 
long and distinguished service in public 
health.” He was also presented with a 
silver Paul Revere bowl to .honor his 
outstanding leadership as president’ in 
1958. 

D. G. Gill M.D... health officer of 
Alabama was the retiring president. 
New officers are: 

President——Wilson T. Sowder, M.D... 

Jacksonville, Fla. 

Viee-President—Mack Shanholtz, MLD., 

\LP.H.. Va. 
Secretary-Treasurer--Andrew ©, Offutt, MLD., 

Indianapolis, Ind 


A New County and a New Try 


St. Louis County is the second in 
Minnesota to organize a county board 
of health. The new board will have 
jurisdiction over the entire county. ex- 
cept two cities. Duluth and Virginia, 
and thus serve nearly 100,000— persons. 
The health officer of Duluth. Mario 
Fischer. M.D.. has been appointed also 
county health officer. The county health 
law of the state, passed in 1919, au- 
thorizes city boards of health to be 
incorporated into a county board if the 
majority of voters so approve. 

In Pennsylvania. Northampton 
County. with a population of nearly 
200.000. has prepared for another refer- 
endum on establishing a county health 
department approaching — elections, 
a similar referendum having failed some 
years ago. The “Physician and Public 
Health” of the State Medical Society 
reports a number of advantageous situa- 
tions such as the solid support of the 
county medical society and its hard- 
working woman's auxiliary; participa- 
tion of more than 100 lay citizens; 
support by both Bethlehem and Easton 
newspapers: strong public endorsement 
hy Bethlehem’s mayor; extensive en- 
dorsement by county organizations: and 
a speakers bureau with expanded cov- 
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erage. (Editor's note: on going to press. 
the Journal received information that 
the Northampton referendum was de- 
feated; 34,000 voters expressed no opin- 
ion at the polls. Of the 35,200 votes 
cast, 16 per cent were for and 51 per 
cent were against. By contrast. the 
1953 referendum was defeated by a 
2:1 ratio. The urban vote was more 
favorable than that in rural areas, where 
in 1953 “the issue found sledding the 
roughest.” “The Physician and Public 
Health.” notes: “Intensive education on 
subjects of local health interest. through 
individual contacts, rather than through 
mass media apparently is the method 
necessary to reach people in the outlying 
municipalities. This procedure requires 
lots of time and patience.” ) 


Tightening Up NIH Grant Standards 


The Public Health Service has given 
new guidelines to its various advisory 
councils that pass on applications for 
National Institutes of Health research 
grants. Criteria require that (1) proj- 
ects must be of such high priority and 
promise that postponement of financial 
aid would tend to delay medical prog- 
ress; (2) support must not harm present 
clinical and teaching services by divert- 
ing manpower into research: (3) sup- 
port must not be a mere substitution of 
federal for nonfederal funds. Study 
sections of NIH will report to the 
advisory councils those projects that. 
although recommended, are low in pri- 
ority or lack the approval of at least two 
members of the section; additional data 
is to be requested from grantees to 
insure compliance with the criteria. 


Quarterly on Radiation in Medicine 


The Society of Nuclear Medicine 
published the first issue of its official 
quarterly, “The Journal of Nuclear 
Medicine.” in January. “The editorial 
content of the Journal will be directed 
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towards those members of the medical 
and allied professions who are interested 
in the diagnostic and therapeutic appli- 
cation of radioisotopes and in human 
radiobiology.” 

George E. Thoma, M.D., St. Louis, 
Mo.; is editor. Associate editors are: 
Titus C. Evans, Ph.D., lowa City, lowa; 
Niel Wald, M.D., Pittsburgh, Pa.; and 
Eugene L. Saenger, M.D., Cincinnati, 
Ohio. 

Manuscripts and books for review 
should be directed to Dr. Thoma, at 
Southwest Medical Center, 3915 Watson 
Road, St. Louis 9, Mo. Subscription 
requests should be mailed to the pub- 
lisher, Samuel N. Turiel & Associates, 
Inc.. 430 N. Michigan Avenue, Chicago 
11, Ill; $10 per year. 


Air Pollution Research Census 


Air pollution research projects con- 
ducted in 1959 are being inventoried by 
the Task Group on Research in Air 
Pollution of the American Society of 
Mechanical Engineers. Questionnaires 
were sent out in December, 1959, to 
those organizations known to have car- 
ried on research during the year; any 
person or group responsible for research 
in air pollution conducted during 1959, 
who has not received a questionnaire, 
is asked to communicate with Austin 
Heller, chairman, Task Group-Air Pollu- 
tion Research, ASME, 29 West 39th 
Street. New York 18. N. Y. The regular 
questionnaire will then be sent. 


Mental Health Curricula Conference 


The National Conference on the 
Teaching of Mental Health in Schools 
of Public Health (Arden House, Harri- 
man. N. Y., December 6-11, 1959) was 
made possible through a grant from the 
National Institutes of Health. Six pre- 
paratory committee reports provided the 
basis for the discussions on the following 
subjects: (1) Historical Background and 
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Working Concepts of Mental Health and 
Public Health; (2) The Schools of Pub- 
lic Health and Their Students; (3) 
Professional Roles and Responsibilities 
of Public Health Personnel in Relation 
to Community Mental Health; (4) Cur- 
riculum Content in Mental Health; (5) 
Teaching Methods Related to Mental 
Health Content; (6) Training of Mental 
Health Specialists in Schools of Public 
Health. 

The 70 persons attending the con- 
ference included representatives from 
public health. psychiatry, social sciences, 
psychology, and other related fields. A 
core curriculum, including concepts of 
personality and personality development, 
organization and administration of men- 
tal hygiene programs, skills in inter- 
viewing and in group process admin- 
istration, was recommended for every 
public health student. Elective courses 
might deal with mental disorders and 
the administration of community psy- 
chiatric facilities. Advanced courses 
for specialists were suggested for schools 
of public health in collaboration with 
other types of institutions in the univer- 
sity and in the community. 

Proceedings of the conference are 
expected to be published. Ray F. 
Trussell, M.D., chairman, Columbia Uni- 
versity, School of Public Health and 
Administrative Medicine. was general 
chairman of the conference. 


Practical Nurse for Rural Area 


For ten months of 1958 the Minnesota 
Department of Health placed a practical 
nurse in rural Steele County (population 
about 25,000) to work with the county 
public health nurse. This was a study 
project conducted with the cooperation 
of the county commissioners and_ the 
nursing committee of the county Public 
Health Nursing Service. (The county 
has no organized health department.) 
The study was supervised by the state’s 
director of public health nursing. Alberta 
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B. Wilson. R.N.. and Robert M. White. 
Ph.D.. research director of the hospital 
services study of the State Health De- 
partment. 

During this experiment there was a 
significant increase in the number of 
individuals admitted to the home nurs- 
ing care service. There was a 472 per 
therapeutic nursing 
visits. an over-all 199 per cent increase 


cent increase in 


in all types of visits; average monthly 
number of visits per nurse increased 
and the average cost per visit dropped 
13 per cent. 

Among the conclusions of this study 
are that local physicians be involved 
in developing and planning extension 
of home nursing care service. that both 
the practical and the public health nurse 
have orientation and special instruction 
in rehabilitative nursing technics. that 
physical therapy consultation be availa- 
ble. and that a continuous public edu- 
cation program to interpret the services 
to the community be carried on. 

This study is reviewed in the October. 
1959, *Minnesota’s Health.” 
which might be shared with others. 
Also possibly still available is a March, 
1959, Time Study of Generalized Public 
Health Nursing Activities in Rural Min- 
nesota made under Miss Wilson's super- 
vision. Section of Public Health Nursing. 
Division of Local Health Administration, 
Minnesota Department of Health. Min- 
neapolis 11. Minn. 


issue of 


Health and Air Pollution Course 


A postgraduate course on “Effects 
of Air Pollution and Environment on 
Health” will be presented at the Uni- 
versity of Wisconsin, May 19-20, 1960. 
Under the direction of Seymour B. 


medicine and director of the 


professor of 
Allergy 


Clinic at University Hospitals, the course 


Crepea, associate 


will provide for clinical discussions on 
various phases of air pollution and its 
effect on health. Industrial pollution. 
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air-borne infections. and problems of 
rural air pollution will be considered. 
The USPHS, Veterans Administration. 
and several medical schools in addition 
to the University of Wisconsin’s will 
supply the faculty. 

Registration information from Robert 
C. Parkin, M.D.. coordinator of Gradu- 
ate Medical Education. University of 
Wisconsin Medical School, 418 N. Ran- 
dall Avenue. Madison 6, Wis. 


New Health Journal to Make Debut 


The Leo Potishman Foundation at 
Texas Christian University is to publish 
a quarterly, the “Journal of Health and 
Human Behavior.” beginning on March 
1, 1960. Directed to “physicians. nurses. 
medical schools, clinics. hospitals. public 
health departments, sociologists, psychol- 
ogists, anthropologists, psychiatrists. and 
interested laymen, . . . it will emphasize 
ecological, demographic. socioepidemio- 
logical, socioetiological. community. and 
family aspects of health and disease.” 
The new publication will accept papers 
in its areas of interest on a merit 
basis, regardless of the specialization 
of the writer.” A large group of asso- 
ciate editors includes Odin W. Anderson. 
Ph.D. Samuel W. Bloom. Ph.D.. Walter 
E. Boek, Ph.D... Harold W. Demone. 
Jr.. Ph.D... Saxon Graham. Ph.D.. Ber- 
nard Kutner, Ph.D.. Stanley H. King. 
Ph.D.. George G, Reader. M.D.. Leo G. 
Reeder, Leo W. Simmons. Ph.D.. 
Ozzie G. Simmons. Ph.D., Robert Straus. 
Ph.D... Clark Tibbits. D.Se.. Edward 
Wellin, Ph.D.. and Donald Young. Ph.D. 
An Advisory Board of Editors includes 
John E. Gordon, M.D.. Abraham Lilien- 
feld, M.D., Edmund D. Pellegrino, M.D.. 
John D. Porterfield. M.D.. Milton I. 
Roemer. M.D.. and George Rosen, M.D.. 
Ph.D. 

The editor and the co-editor are 
Austin L. Porterfield. Ph.D... and E. 
Gartley Jaco, Ph.D. Texas Christian 
University. Fort Worth. Tex. Subserip- 
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tion rate $6; special rate of $4 to 
behavioral scientists in the field of 
health and medicine. 


A Geriatric Note 


The Federal Aviation Agency has estab- 
lished 60 as the mandatory retirement 
age for airline pilots, effective March 15, 
1960. For the present the regulations 
for pilots on aircraft engaged in carrier 
operations do not apply io pilots of 
small planes who operate under the 
rules governing irregular air carrier 
operations. 


California Mental Heal*+h Act 


The two-year growth, in metal health 
activities in the state following the pass- 
age of the Short-Doyle Act, is reviewed 
in “California’s Health” of October 15, 
1959. Twelve counties or cities with 
69 per cent of the state’s population had 
begun programs for which state reim- 
bursement of about one-third is pro- 
vided. During the first year of operation, 
when only 29 per cent of the state's 
population was involved, nearly four 
million dollars was budgeted for the 
program. 

The law is flexible as to administra- 
tive responsibility for the program. The 
director may be the local health officer, 
a county hospital medical superinten- 
dent. or a psychiatrist-director. In the 
12 communities with approved _pro- 
grams, seven are directed by the local 
health officer, who in two instances is 
also county hospital superintendent. The 
hospital superintendent directs three pro- 
grams, a psychiatrist-director, two. 

The law allows flexibility also as to 
Some focus on public 
health-oriented prevention early 
case-finding, others on clinical services 
for the psychiatrically disabled; some 
provide direct services, some only in- 
direct. such as education and consul- 


type of program. 


tation. 
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Edwin Rudin, M.D., is chief of state- 
local mental health services in the state’s 
Department of Mental Hygiene. His 
summary of current experience should 
be useful to other areas setting up men- 
tal health programs. 


AMA Plans Medical Scholarships 


The House of Delegates of the Ameri- 
can Medical Association, meeting re- 
cently in Dallas, approved a_ special 
committee to study various aspects of 
medical education and particularly to 
develop a scholarship program for medi- 
cal students. The House recommended 
that a fund, backed by AMA as a pri- 
mary sponsor, be established to aid 
deserving students to enter the field of 
medicine. The new committee will also 
be asked to determine the maximum to 
which medical schools could expand 
their student bodies and what univer- 
sities might be able to support new 
two-year or four-year medical schools; 
and to investigate ways and means of 
financing the expansion or establishment 
of schools, of obtaining competent facul- 
ties, and of relaxing rigid geographic 
restrictions on student admissions. 

Among other resolutions medical 
schools are urged to include in_ their 
curricula a course on the social, political, 
and economic aspects of medicine. The 
delegates strongly recommended that 
state and local medical societies, as 
well as individual physicians, implement 
the AMA program for recruitment of 
high-grade medical students. 


Cooperation in Adult Center 


An Adult Health and Recreation Cen- 
ter, “designed to help older adults un- 
derstand their own aging as a natural 
process and to promote their physical 
and mental well-being through health. 
recreation, and counseling services,” has 
completed its first year in Philadelphia. 
It is operated jointly by the City De 
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partments of Health and Recreation and 
the state’s Department of Public Wel- 
fare. and is said to be “the only one of 
its kind in the entire country” because 
of certain “unique features including 
medical consultation.” 

During the first year of operation the 
center provided more than 550. inter- 
views for applicants, 190 medical con- 
sultations, 35 job placement conferences. 
and 25 psychiatric consultations. 

Inquiries about the activities of the 
center are accepted by the Philadelphia 
Department of Public Health. Norman 
R. Ingraham. M.D.. acting health com- 
missioner, 519 City Hall Annex. Phila- 


delphia ‘. Pa. 


Public Medical Care in New Jersey 


“The Report and Recommendations of 
the New Jersey Commission to Study the 
Administration of Public Medical Care” 
was issued in mid-1959 after 18 months 
of study. The commission and its study 
were inspired by problems outlined by 
the Medical Care Committee of the New 
Jersey Welfare Council. Chief among 
these problems is “the diversity and com- 
plexity of the many methods currently 
utilized in providing medical care for 
assistance recipients and for other per- 
sons and families who are unable to 
meet the cost of medical care out of 
their own income and resources.” 

Among the recommendations made by 
the commission are for the establishment 
of a Medical Care Unit in the Division 
of Welfare of the Department of Institu- 
tions and Agencies with special attention 
to the ability of the personnel staffing 
the unit. Replacing the divided respon- 
sibility currently existing, the commis- 
sion would have medical care of all as- 
sistance recipients and the medically 
needy administered by county boards of 
welfare adequately staffed; home care 
units established in the county boards; 
the Board of Control define medical in- 
digency so that it applies to all public 


assistance agencies; hospital care for 
medically indigent paid for on a per 
unit basis instead of the “present com- 
plex system of appropriations and ex- 
penditures”; and “a comprehensive pro- 
gram to include the gamut of medical. 
hospital, and allied services any or all of 
which may be necessary to care for the 
needs of the recipients.” 

A series of statistical tables indicate 
hitherto municipal appropriations and 
welfare expenditures of nearly 13. mil- 
lion dollars related to hespital care for 
public assistance and the medically in- 
digent for one year. Of the annual per 
capita cost of $2.12 for hospital care for 
this group, the county provided close to 
68 per cent, the state 32 per cent. and 
the federal government less than one per 
cent. Of over 60,000 hospital admis- 
sions more than one-half were of the 
medically indigent; of over 700,000 hos- 
pital days nearly one-half were in this 
category, all others being related to gen- 
eral and categorical assistance patients. 

The commission, under the chairman- 
ship of Mrs. Asher Yaguda. was made 
up of five citizens appointed by the 
governor, three senators appointed by 
the president of the senate, and three 
assemblymen appointed by the speaker. 
The citizen membership included a prac- 
ticing physician, a representative each 
of a public welfare agency. a voluntary 
social agency, and the New Jersey Hos- 
pital Association. Consultants to the 
commission were appointed by the State 
Department of Health, as well as by the 
Departments of Institutions and Agen- 
cies, Conservation and Economic Devel- 
opment, Labor and Industry, and Educa- 
tion. The consultant of the Health De- 
partment was its assistant commissioner. 
William J. Dougherty. M.D.; Virginia 
V. Vahey, former medical social con- 
sultant. Massachusetts Department of 
Public Welfare, was the project director. 

The report is available from the Com- 
mission’s offices, Room 114, State Office 
Bldg., Trenton, N. J. 
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Tennessee's Radiological Service 


A Radiological Health Service has 
been organized in the Industrial Hy- 
giene Service of the Tennessee Depart- 
ment of Public Health, based on the 
Radiological Health Service Act of 1959. 
Its responsibility is to collect basic in- 
formation on all sources of ionizing radi- 
ation in the state, to determine potential 
hazard, and to establish inspection pri- 
ority. There will then be consultation 
on registered hazards to help users or 
owners conform to recognized practices 
in radiation protection. 

The act charges the state health com- 
missioner with the adoption of “rules 
and regulations pertaining to the manu- 
facture, use. receipt, possession, storage, 
and disposal of radiation sources.” R. H. 
Hutcheson, M.D., is the health commis- 
sioner; chief of the new service is J. A. 
Bill Graham, M.S.Se. 


Food Inspection a Health Service 


The 1959 session of the South Dakota 
Legislature voted to transfer responsi- 
bility for inspection of public eating 
establishments and lodging facilities 
from the State Department of Agricul- 
ture to the Department of Health. To 
meet this new responsibility the latter 
employed one additional sanitarian for 
each of the five state health districts. 
The law requires inspection of an estab- 
lishment every six months. 

There are an estimated 3,000 estab- 
lishments to be inspected under this 
program. In addition, by mutual agree- 
ment, the Health Department has also 
accepted from the Agriculture Depart- 
ment the responsibility for inspecting 
grocery stores. slaughter houses. bak- 
eries, food manufacturing plants and 
warehouses, locker plants, and pop bot- 
tling plants. It is expected that organ- 
ized local healih departments will in- 
creasingly assume responsibility for the 
inspection program in their areas. 
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Canadian Public Health Association 


The “Jubilee Number” (September. 
1959) of the Canadian Journal of Pub- 
lic Health reports the conference mark- 
ing the 50th anniversary of the founding 
of the Canadian society (A.J.P.H. May. 
1959, page 675, Editorial). Convening 
June 1-3 in Montreal (where the first 
annual meeting was held) members took 
part in three general sessions, two lunch- 
eon sessions, and 19 meetings of the ten 
sections of CPHA, many of which met 
jointly. The program in general reflected 
many of the changes in public health 
in Canada since 1910. 

At the first general session, “Dr. 
Edward Playter—A Vision Fulfilled.” a 
paper by R. D. Defries, M.D.. D.P.H.. 
consultant, Connaught Medical Research 
Laboratories, Toronto. and editor of the 
association's Journal, focused the con- 
vention’s attention on the past. and the 
early strivings for the founding of a 
professional society for Canadian public 
health workers. Dr. Playter (who did 
not live to see the vision fulfilled). a 
strong and active supporter of this idea, 
became an early member of the Ameri- 
can Public Health Association. “Largely 
through his efforts. the (APHA) 1886 
(annual) meeting was held in Toronto.” 
a tactic for stimulating his fellow work- 
ers to found a Canadian society. In 
his talk, Dr. Defries recounted the many 
attempts of early public health leaders 
to found “sanitary” or “public health 
associations,” “institutes.” official 
boards and departments of health on 
local, provincial, and dominion levels. 
His account of a professional society's 
birth and heritage is filled with implicit 
lessons in courage and dedication for 
the public health worker of today. 

At the same session. Jules Gilbert. 
M.D., D.P.H.. president. CPHA, ad- 
dressed himself to the theme of the pres- 
ent and future. His talk was basically 
a clarion call for more and better meas- 
ures to improve Canadian public health. 
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He cited the need by pointing realistic- 
ally to certain deficiencies in Canadian 
mortality data, professional training pro- 
grams, research activities, provision of 
preventive services and “in in- 
stances. legislation.” 

The theme of the present and future 
was carried further by K. C. Charron. 
M.D... director of health services. De- 
partment of National Health and Wel- 
fare, Ottawa. in his paper “The Asso- 
ciation Today and Tomorrow.” After 
reviewing present-day organization. 
membership. and activities of the CPHA, 
Dr. Charron discussed the need for pro- 
vincial public health associations to play 
a more important role in CPHA, and 
reviewed trends in professional relations 
and in the development of special sec- 
tions in the association. CPHA should 
lead in coordinating “professional and 
voluntary health efforts.” in providing 
“consultative and public health survey 
services.” in services to provincial asso- 
ciations. and in publishing more written 
aids to public health workers. This 
paper and the other two cited above are 
printed in full in the Jubilee Number of 
the Canadian Journal of Public Health. 

At the second general session the As- 
sociation heard George Rosen. M.D.. 
Ph.D.. editor, American Journal of Pub- 
lie Health. speak about “Reflections on 
Education for Prevention.” Modern 
health education is as much a complex 
social product as the people and agencies 
it is intended to affect. “It cannot be 
seen in the simplistic terms of “human 
engineering... or any of the slogans 
that achieve fleeting prominence and 
vanish into limbo.” The practice of 
education for prevention “has some of 
the aspects of an art. There are no 
ready-made formulae for (it).” Dr. 
Rosen cited several of the principles 
which should guide the health educator 
as “an agent of social change” and 
urged the inclusion of social sciences in 
the training of all health workers. 

Innovations at the annual meeting 


were breakfast meetings for graduates 
of the Schools of Hygiene of the Uni- 
versities of Toronto and Montreal. 

At a special meeting on the campus of 
the University of Montreal, the Rector. 
Monsignor I. H. Lussier, conferred an 
honorary doctorate of public health on 
R. D. Defries, M.D. 

CPHA president for 1959-1960 is J. S. 
Robertson, M.D., D.P.H.. Department of 
Public Health, Halifax. 

F. B. Roth, M.D.. deputy minister of 
health. Saskatchewan (Fellow. and vice- 
president 1958-1959, APHA) is presi- 
dent-elect. 

At the jubilee dinner. honorary life 
membership in the CPHA was awarded 
to J. T. Phair, M.D... D.P.H.. former 
deputy minister of health, Ontario, and 
to J. A. Baudouin, M.D., D.P.H.. Mon- 
treal. retired. former director, Depart- 
ment of Public Health and Preventive 
Medicine, Faculty of Medicine, Univer- 
sity of Montreal. Both have been former 
presidents of the CPHA. 


PERSONALS 


Micuaet C, Arra, D.D.S..¢ former dental co- 
ordinator for Cook County, IIL, is now direc- 
tor, Division of Dental Health, Wisconsin 
State Health Department. 

Frank Bane, former executive director, The 
Council of State Governments, has been 
named coordinator of conference planning 
for the Golden Anniversary White House 
and 1960 Conference on Children and Youth. 

Louts H. Bauer, M.D., has retired as chair- 
man, United Medical Service (Blue Shield) 
New York, to be succeeded by Cart R. 
AckerMAN, M.D., a vice-president of the 
service plan and president, Bronx County 
Medical Society. 

Frepertck J. Brapy, M.D.,+ former chief pro- 
gram officer, Bureau of State Services, PHS, 
is now assistant director, Office of Public 
Health, International Cooperation Adminis- 
tration, Washington, D. C., succeeding 
Cuartes L. Wittiams, Jr., M.D., now chief 
of ICA’s Health Division, Lima, Peru. 

Travis P. Burroucus, M.D., M.P.H.,* medi- 
cal director, Bureau of Employees Compen- 
sation, Department of Labor, PHS, San 
Francisco, Calif., has retired. 
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Gate E. Coons, M.P.H.,7 former health edu- 
cation consultant, Indiana State Board of 
Health, is now chief, Education and Infor- 
mation Section, Division of Dental Public 
Health, PHS, Washington, D. C. 

Ricuarp H. Dacey, Ph.D., Dr.P.H.,.* formerly 
assistant medical director (preventive medi- 
cine) is now medical director, Arabian 
American Oil Company, Dhahran, Saudi 
Arabia. 

Donato J. Dean, D.V.M.,7 assistant director. 
Division of Laboratories and Research, has 
been on a two-month leave of absence from 
the New York State Health Department as 
laboratory consultant to the Pan-American 
Sanitary Bureau of WHO in Caracas, Vene- 
zuela. 

M. Densen, D.Se..* former director, 
Division of Research and Statistics, Health 
Insurance Plan of Greater New York, has 
been named deputy commissioner in charge 
of planning and research, New York City 
Department of Health. He succeeds Grorcr 
James, M.D., who is now first deputy com- 
missioner. 

Marsorte A. Emipy, M.P.H., has been ap- 
pointed nutritionist, Maternal and Child 
Health Section, Wisconsin State Health De- 
partment. 

Harotp M. Ertcxsox, M.D., M.P.H.,* Oregon 
state health officer, has resigned to become 
deputy director, California State Department 
of Health, succeeding the late Frepertc M. 
Kriere, M.D. 
FrepertcK Fraruerstone, M.D., is on loan 
from the Public Health Service as medical 
consultant, Preventable Diseases Section, 
Wisconsin State Health Department. 
Lyman S. Forp has been named to succeed 
H. Biancuarp, retiring (June 30, 
1960) executive director, United Community 
Funds and Councils of America. 
Gevrerty, M.D., Dr.P.H.,* former 
health officer for Kansas City (Mo.), is 
now administrator of the Neurological Hos- 
pital in the same city. He will also direct 
the hospital’s research and training pro- 
grams. 

Rosert E. Gross, M.D., received the 1959 

Albert Lasker Award for distinguished 

achievement in cardiovascular research of 

the American Heart Association. Dr. Gross, 
surgeon-in-chief, Children’s Hospital, Bos- 
ton, and Ladd professor of children’s sur- 
gery, Harvard Medical School, was cited for 
the successful ligation of a “patent ductus 
arteriosus” so that “surgery upon the heart 
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and great vessels was at last removed from 
the realm of experimental trial and placed 
upon a firm clinical basis.” 

James T. Harrison, M.D., M.P.H., health of- 
ficer, Sonoma County (Calif.) Public Health 
Department, has resigned to join the Inter- 
national Cooperation Administration as pub- 
lie health medical consultant to the govern- 
ment of Honduras. 

Haze M. Hauck, Ph.D.,* professor of food 
and nutrition, College of Home Economics 
and Graduate School of Nutrition, Cornell 
University, is on one year’s sabbatic leave 
and will serve as consultant and field worker 
in a demonstration project, village of Awo 
Omamma, Nigeria. 

Heven M. former dietary consultant, 
Vermont Department of Health, is now 
institutional nutrition consultant, Children’s 
Bureau, Washington, D. C. 

Haroip E. former sanitarian, Fond 
du Lae Health Department, is now public 
health sanitarian, Wisconsin State Health 
Department, District 5 in Wisconsin Rapids. 

Jack E. Jorpon, former staff assistant to the 
Pennsylvania Industrial Development Au- 
thority, has been appointed executive assist- 
ant to Pennsylvania secretary of health, 
Cuartes L. Jr., M.D. 

Joun A. KaurmMann, M.P.H.,7 has been as- 
signed by the Division of Radiological 
Health, PHS, to the .Division of Sanitary 
Engineering, South Dakota State Health 
Department, as radiological health officer. 

E. K. Musson, M.D., M.P.H.,* formerly health 
officer, Jackson, Mich., is now health of- 
ficer, District 2, Division of Health of 
Missouri, Macon. 

Puitire C. Newman, formerly milk sanitarian 
with the Central Wisconsin Milk Control 
Council, is now public health sanitarian, 
Wisconsin State Health Department, as- 
signed to District 2 in Elkhorn. 

Mary Partno, Ph.D..* former assistant 
professor of biostatistics, University of Pitts- 
burgh Graduate Schooi of Public Health, 
has been appointed associate professor of 
public health statistics, University of Michi- 
gan School of Public Health. 

ANTHONY Monck-Mason Payne, M.D., pres- 
ently chief medical officer for endemo- 
epidemic diseases, WHO in Geneva, will 
become the Anna M. R. Lauder professor 
of public health and chairman of the new 
Department of Epidemiology and Public 
Health, Yale School of Medicine, July 1, 
succeeding professor Ira V. Hiscock, Se.D., 
retiring chairman of public health and 
Lauder professor. Dr. Payne is English. 
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Rienarp Poston, former regional program 
director, Division of Water Supply and 
Pollution Control, San Francisco Regional 
Office, PHS, is now public health service 
consultant to the U. S. Study Commission, 
Southeast River Basins, Atlanta, Ga. 

Recinatp Ropinson, Ph.D., research sociolo- 
gist, formerly executive director, Massa- 
chusetts Committee on Children and Youth, 
has been appointed director, Task Force on 
Community Resources, Joint Commission on 
Mental Illness and Health. In this capacity, 
Dr. Robinson also has a staff appointment 
in the Massachusetts Department of Public 
Health. 

(. Rervs Rorem, Ph.D..* former executive 
director, Hospital Council of Philadeiphia, 
is now executive director, Hospital Planning 
Association of Allegheny County, Pittsburgh, 
Pa 

Aaron Savace, M.S.W., social worker in men- 
tal health, is now on the staff of the Wis- 
consin State Board of Health, assigned to 
District 6 in Green Bay. 

Greorce S. Stevenson, M.D., D.Se.¢ former 
medical director, National Committee for 
Mental Hygiene and advisor on the planning 
and organization of mental health services 
here and abroad, National Association for 
Mental Health, has retired. He continues 
as psychiatric consultant to the U. S. Pub- 
lic Health Service and the Veterans Admin- 
istration, 

James Sruarr.t former executive  vice- 
president, has succeeded Basit C. MacLean, 
M.D., as president, The Blue Cross Associa- 
tion. Dr. MacLean will continue as con- 
sultant to the association. 

James G. Townsenn, M.D.,* a medical direc 
tor with the PHS, has retired. 

Davip Van ver Stice, M.D., M.P.H.,* former 
medical officer, Health and Sanitation Divi- 

S. Operations Mission to Peru, is 
now chief, Health and Sanitation Division, 
U. S. Operations Mission to Panama. 

V. A. Van M.D... Dr.P.H..* 
assistant commissioner for local health serv- 
ices, New York State Health Department, 
has retired after a quarter of a century with 
the department. 


ston, 


Eveene Wetsperc, Ph.D..+ former assistant 
research professor of sanitary science, Grad- 
uate School of Public Health, University of 
Pittsburgh, is now director of sanitary engi- 
neering, Pantech Engineers, Pittsburgh, Pa. 

James G. Wricut has been appointed a public 
health sanitarian, Wisconsin State Health 
Department, assigned to District 4 in Sparta. 
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DEATHS 


Danter S. Bavcuman, M.D.,7 superintendent, 
Lake County Board of Health and director. 
South Dakota Tuberculosis and Health As- 
sociation, Madison, S. C., on September 12 
(Health Officers Section). 

Josern E. Bisnor, director, engineer- 
ing services, Boy Scouts of America, New 
Brunswick, N. J. (Engineering Section). 

Rotanp R. Cross, M.D., director of the TIIl- 
inois Department of Public Health on 
November 28, 1959 (Health Officers Sec- 
tion). 

Greorce A. W. Curriz, M.D..* superintendent, 
The Hospital for Sick Children, Toronto, 
Canada, on July 15, 1959 (Medical Care 
Section). 

Tuomas Fanster,* director, Home Safety 
Division, National Safety Council, Chicago, 
Ill., in August, 1959 (Publie Health Educa- 
tion Section). 

Estner M. Fintey, R.N., M.A..* director of 
the Visiting Nursing Association, Buffalo. 
N. Y., on November 18, 1959 (Public Health 
Nursing Section). 

B. L. Frank, M.D..7 with the American Medi- 
cal Association on December 2, 1959 (Un- 
affliated). 

Ransom J. Jones, M.D., M.P.H..* health of- 
ficer, Lenoir & Jones Counties District, State 
Board of Health, Kinston, N. C.. on August 
21, 1959 (Health Officers Section). 

Ciara C. Pricuta, M.A..7 senior supervisor, 
pediatric nursing, Baltimore (Md.) Health 
Department on November 4, 1959 (Publi« 
Health Nursing Section). 

Witmer H. Phar.D..* director, sani- 
tary section, Baltimore (Md.) Health De- 
partment on May 17, 1959 (Engineering and 
Sanitation Section). 

K. M.D..7 director, Divi- 
sion of Indigent Hospitalization Service. 
Tennessee State Department of Health 
(Nashville). (Health Officers Section). 

Witttam A. Srarin, Ph.D.,* retired, Depart- 
ment of Bacteriology, Ohio State University, 
Columbus, Ohio, on April 6, 1959 (Labora- 
tory Section). 

Frevertck D. Srricker, M.D... retired state 
health officer, Portland, Oregon. 


CONFERENCES AND DATES 


American Public Health Aasuclation, 
Eighty-Eighth Annual Meeting, San 
Francisco, Calif. October 31—Novem- 


ber 4. 


Eighty-Ninth Annual Meeting, Detroit, 
Mich. November 13-17, 1961. 
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State and Regional Public Health Meet- 
ings—February, March, and April: 


Alabama Public Health Association. 
Thomas Jefferson Hotel, Birmingham. 
March 23-25. 

Arizona Public Health Association. Ari- 
zona Ambassador Hotel, Phoenix. April 
20-22. 

California, Northern, Public Health Asso- 
ciation. Hotel Stockton, Stockton. 
February 5. 

Idaho Public Health Association. Ban- 
nock Hotel, Pocatello, Idaho. April 
29-30. 

Illinois Public Health Association. St. 
Nicholas Hotel, Springfield. April 21-22. 

Indiana Public Health Association with 
Middle States Public Health Associa- 
tion. Hotel Severin, Indianapolis. April 
27-29. 

Iowa Public Health Association. Fort 
Des Moines Hotel, Des Moines. April 
11-12. 

Kansas Public Health Association. Broad- 
view Hotel, Wichita, Kans. April 18-20. 

Kentucky Public Health Association. 
Sheraton Hotel, Louisville. April 5-7. 

Middle States Public Health Association 
with Indiana Public Health Association. 
Hotel Severin, Indianapolis, Ind. April 
27-29. 

Montana Public Health Association. East- 
ern Montana College of Education, Bill- 
ings. April 13-14. 

New Mexico Public Health Association. 
La Fonda Hotel, Santa Fe. April 20-22. 

Oklahoma Public Health Association. Bilt- 
more Hotel, Oklahoma City, March 9-11. 

Puerto Rico Public Health Association. 
San Juan. February 3-6. 

Texas Public Health Association. Bue- 
caneer Hotel, Galveston, February 21-24. 

Utah Public Health Association. Union 
Bldg., University of Utah, Salt Lake 
City. April 25-26. 

Southern Branch, APHA. Peabody Hotel, 
Memphis, Tenn. April 13-15. 

United States-Mexico Border Public Health 
Association. Hermosillo, Sonora. April 


Meetings of Other Organizations: 
American Camping Association—Biennial. 
San Francisco, Calif. March 2-5. 
American Academy of Pediatrics. Atlan- 
tic City, N. J. April 20-22. 
American Association of Industrial Nurses 


Industrial Health Conference. Roches- 
ter, N. Y. April 26-28. 


American Society of Psychosomatic Den- 
tistry and Medicine. Shoreham Hotel, 
Washington, D. C. March 11-13. 

Child Study Association. New York, 
N. Y. March 21. 

National Health Council. National Health 
Forum and 40th Annual Meeting. Miami, 
Fla. March 13-18. 

National Multiple Sclerosis Society. New 
York, N. Y. March 21. 

National Social Welfare Assembly. New 
York, N. Y. April 25. 

National Society for the Prevention of 
Blindness. Denver, Colo. March 30- 
April 1. 

Royal Society of Health Congress. Tor- 
quay, Devon, England. April 25-29. 
Third International Congress on Medical 
Records. Edinburgh, Scotland. April 

24-30. 

White House Conference on Children and 
Youth. Washington, D. C. March 27- 
April 2. 

Weed Control Society of America. Den- 
ver, Colo. February 22-25. 


Preserve your JOURNALS 
With a Jesse Jones 


Volume File 


Specially designed and produced for 
the American Journal of Public Health, 
this file will keep one volume, or 12 
issues, clean, orderly and readily acces- 
sible. Picture this distinctive, sturdy 
Volume File on your book shelf. Its rich 
red and green Kiver cover looks and feels 
like leather, and the 16-carat gold leaf 
hot-embossed lettering makes it a fit com- 
panion for your finest bindings. 

The Volume File is reasonably priced, 
in spite of its costly appearance. It is 
sent postpaid (except in Canada and in 
foreign countries) carefully packed, for 
$2.50 each. Most members will find it 
more convenient and economical to order 
3 for $7.00 or 6 for $13.00. Satisfaction 
guaranteed. For prompt shipment, order 
direct from the: 
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ANNOUNCING ... 
THE NEW 

9TH EDITION OF 
CONTROL OF 
COMMUNICABLE 
DISEASES IN MAN 


An Official Report of the 
American Public Health Association 


Pocket-sized manual designed 
to provide an informative text 

for ready reference by physicians, 
dentists, veterinarians, nurses, 
medical students, social workers, 
health educators and sanitarians 
at home and abroad. 


Bevery chaptes New chapters have been added 


has had material revision, on aseptic meningitis syndrome 

to take advantage of new information (its relation to non-paralytic poliomyelitis) ; 
developed in the past five years. acute upper respiratory disease 

The particular diseases (incorporating the former chapter on the 

which have undergone greatest revision common cold) ; loaiasis; staphylococcal infections 
include anthrax: (emphasizing the occurrence of 

histoplasmosis: influenza: such infections in hospital practice) ; 
poliomyelitis: rabies: rubella: four new chapters on arthropod-borne infections 
tetanus: toxoplasmosis. (a general summary of this group of virus 


infections, the encephalitides, arthropod-borne 
fevers and arthropod-borne hemorrhagic fevers) 


@ Index has been enlarged for easy reference. 


Edited by international authorities: 
John E. Gordon, M.D., Chairman 


Gaylord W. Anderson, M.D. William MeD. Hammon, M.D. 
Joseph A. Bell, M.D. Arthur C. Hollister, Jr., M.D. 
Harold W. Brown, M.D. Robert F. Korns, M.D. 

FE. Gurney Clark, M.D. Alexander D. Langmuir, M.D. 
John H. Dingle. MLD. Philip E. Sartwell, M.D. 
Chester W. Emmons, Ph.D. Joseph E. Smadel, M.D. 


William W. Frye, M.D. Franklin H. Top, M.D. 


235 pp, cloth cover $2.50; paper cover $1.00 
Book Service, American Public Health Association 
1790 Broadway, New York 19, N. Y. 
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REPORTS OF THE COMMITTEE ON PROFESSIONAL 
EDUCATION 


(Officially Approved by the Governing Council of the A.P.H.A.) 


Educational and Experience Qualifications of Administrative Personne! (Non-Medical) in Public 
Health Agencies 

Educational and Experience Qualifications of Physical Therapists in Public Health Agencies 

Educational Qualifications of Industrial Hygiene Personnel Other Than Medical, Dental, and 
Nursing 

Educational and Experience Qualifications of Public Health Laboratory Workers 

Educational Qualifications and Functions of Public Health Educators 

Educational Qualifications of Directors of Public Health Departments 

Educational Qualifications of Executives of Voluntary Health Organizations and Health Councils 

Educational Qualifications of Medical Administrators of Specialized Health Activities 

Educational Qualifications of Public Health Dental Hygienists 

Educational Qualifications of Public Health Dentists 

Educational Qualifications of Sanitary Engineers Engaged in the Field of Public Health 

Educational Qualifications of Public Health Veterinarians 

Educational Qualifications of School Physicians 

Educational and Other Qualifications of Public Health Sanitarians 


Single copies are available without charge 
Address requests to the 
Book Service 


AMERICAN PUBLIC HEALTH ASSOCIATION, Inc. 
1790 Broadway at 58th Street New York 19, N. Y. 
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Colorado Serum Co. is ao reliable 
source of supply for animal bloods 
ond serums, diagnostic reagents 
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serums 

*35 yeors of continuing research 
testing and experience, never for 
feiting quolity 

*The best possible conditions pre 
voil in maintaining ovr variety of 
onimols 

*The newest equipment ond highly 
experienced staff guorantees you 
con order with confidence from 
Colorado Serum Co 


ule for COLORADO |; SERUM Co. 
FREE CATALOG 
NOW! 


No salesman will call... 
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(Continued from previous page) 
SECTION AFFILIATION DESIRED (choose only one) 

..Health Officers . Food and Nutrition sesseeeeeee-9Chool Health 
Laboratory Maternal and Child Health ..Dental Health 
Statistics Public Health Education -sssse.-Medical Care 
Engineering and Sanitation Public Health Nursing ...Mental Health 


Occupational Health Epidemiology coseeeeese-- Unaffiliated 


ENDORSER: The endorser of this application must be a Member or Fellow of the American 
Public Health Association. If you cannot obtain the actual signature, print the name and 
address so that the Administrative Office may procure it for you. 


ANNUAL DUES: United States $12.00; elsewhere $13.00 to cover postage. The dues cover 
use of the services maintained by the Association and monthly receipt of the American Journal 
of Public Health. 


The membership year is January through December. Members joining during the first six 
months of the year will receive the Journal from January through December. Members join- 
ing after July 1 will receive the Journal beginning with July; such applicants may pay one 
years dues covering the period July through June, or one-and- a-half year’s dues, thus 
adjusting dues to the membership calendar year. 

Dues must be received before applications are reviewed by the Committee on Eligibility. 
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PUBLICATIONS OF THE APHA (1790 Broadway, New York 19, N. Y.) 


American Journal of Public Health the 


Nation’s Health: 
Subscription (USA) 
Foreign 
Single copies 

APHA Year Book .. 

An Appraisal Method for Measuring the Quality 
of Housing—A Yardstick for Health Officers, 
Housing Officials and Planners: 

Part I. Nature and Uses of the Method. 

71 pp. 

Part II. Appraisal of Dwelling Conditions. 
\—Director’s Manual. $3.00. Vol. B—Field 
Procedures. $2.00. Vol. C—Office Procedures. 
$2.00. 1946: or three for 

Part III. Appraisal of Neighborhood 'Environ- 
ment. 1950. 132 pp. 

Baker’s Devonshire Colic. 1767. 
Omega ed., 1958. 74 pp. ... 

Basic Principles of Healthful Housing. 
reprinted 1950. 34 pp. 

Care of Laboratory Animals. 1954. 

Control of Communicable Diseases in » Man. 
ed. 1955. 219 pp. ... 

Diagnostic Procedures for Virus and Rickettsial 
Diseases. 2nd ed. 1956. 578 pp. 

Directory of Public Health Statisticians. 

1958. 58 Pp. 


Facsimile ‘Delta 


2nd “ed. 


Special price to me embers on prepaid orders only $1.00 


Evaluation Schedule. For use in the study and 
appraisal of community health programs 
General Medical Care Programs in Local Health 
Departments. 1951. 129 pp. ; 
Guide to a Community Health| Study. 
1955. 64 pp. 
Guides to Services for Handicapped “Children: 
Cerebral Palsy—1955. 108 pp. 
Cleft Lip and Cleft Palate—1955. 84 pp. . 
Dentofacial Handicaps—1955. 68 pp. 
Epilepsy—1958. 124 pp. 
Handicapped Children—1955. 
Hearing Impairment—1956. 
Vision and Eye Problems—1956. 112 pp. . 
Health Supervision of Young Children. A Guide 
for Practicing Physicians and Child Health Con- 
ference Personnel 
Paper edition—1955. 
Cloth bound edition 


‘Rev ised 


150 pp. 
124 pp. 


180 pp. . 


Order from the Book Service — 


Housing an Aging Population. 1953. 92 pp. ..... 
Methods for Determining Lead in Air and in 
Biological Materials. 2nd ed. 1955. 69 pp. ... 
Nutrition Practices: A Guide for Public Health 
Administrators. 72 pp. 
Jecupational Lead Exp 
1943. 67 pp. 
Principles for Healthful Rural atep: 
1957. 29 pp. 
Proposed Housing Ordinance. 1952. 24 pp. ..... 
Public Exposure to Ionizing Radiation. What Pub- 
lic Health Personnel Needs to Know. 
55 pp. 
Public Health and Hospitals i in the St. Louis Area 
—A Mid-Century Appraisal. 1957. 414 pp. 
Public Health Career Pamphlet: 
Public Health—A Career with a Future. Revised 
edition. 1954. 
Radiological Health Practice. A Guide for Public 
Health Administrators. 1959. 20 pp. 
Recommended Methods for the 
Examination of Foods. 1958. 207 pp. 
Selected Papers of Joseph W. Mountin, 
1956. 356 pp. 
Standard Methods for the Examination of wee 
Products. 10th ed. 1953. 345 pp. . 
Photographic Sediments Charts 
Standard Methods for the Examination of Water, 
Sewage and Industrial Wastes. 10th ed. 1955. 
522 pp. ; 
Special price to ‘members of APHA, AWWA, and 
FSIWA on prepaid orders only for a single copy. 
Standards for Healthful Housing: 
Planning the Home for Occupancy. 1950. 56 pp. 
Construction and rorpanaee of the Home. 1951. 
77 pp. 
Swimming Pools and Other Public Bathing Places. 
Recommended Practice for Design, Equipment 
and Operation. 10th ed. 1957. 60 pp 


35 Year Index of the American Journal of Public 
Health. Years 1911 to 1945. 340 pp. Buckram 
ed. $7.00. Paper ed. 


Ist ed. 


Advance Payment Is Requested 


REPRINTS FROM THE AMERICAN JOURNAL OF PUBLIC HEALTH 


Bacterial Cleanability of Various Types of Eating 
Surfaces. February, 1953. 12 pp. . ee 
Bookshelf on Epidemiology and Evaluation, The 
Medical Officer’s. April, 1957. 16 pp. = 
Bookshelf on Foods and Nutrition. April, "1955. 
12 pp oer 
Bookshelf on International ‘Health. April, "1958. 
12 pp. ena 
Bookshelf on the Social Se iences and Public 
Health. April, 1959. 14 pp. .... jpasnededs 
Certain Aspects of the Microbiology of Frozen 
Concentrated Orange Juice. June, 1956. 8 pp. 
Creative Health and the Principle of Habeas Men- 
tum. February, 1956. 12 pp. 
Driver Behavior and Accidents. May, 1957. 8 pp. 
Financing Medical Care for the Aged. February, 
1959. 26 pp 
Givers’ Dilemma. Editorial. October, 1954. 4 pp 
Hospitals and Public Health. Editorial. July, 1959 
Lemuel Shattuck—Still a Prophet. sein 1949. 
27 pp. 


The Local Health Department—Services and Re- 
sponsibilities. An official statement of the 
American Public Health Association. March, 
1951. 8 pp. 

On the Use of Sampling in the Field of Public 
Health. June, 1954. 4 p 

Poultry Inspection. 
November, 1957. 

Repeated P. 
July, 1959 .... 

State Health and Respond 
bilities. February, 1954. 20 pp. 

Statement on Availability and Uses of Staphy- 
lococcal Phage Typing. September, 1959 

Suggested Home Accident Prevention Activities 
for Health Departments. May, 1956. 8 pp. .. 

Tax-Supported Health and Welfare Services. Janu- 
ary, pp. .... 

Tax-Supported Medical Care for the ae: Octo- 
ber, 1952. 20 pp. 
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al 
your 
Service... 


diagnostic agents... produced by Lederle under rigid 
specifications...to meet maximum quality standards 


for the laboratory: 

BLOOD GROUPING, Rh TYPING, and ANTI-HUMAN 
(Coombs Test) SERUMS, NIH-approved. 

BLOOD CULTURE MEDIUM. 

E. COLI TYPING SERUMS. 

FEBRILE ANTIGENS. For dual purpose: 

(1) rapid slide test screening purposes 

(2) conventional tube test confirmation — (for 

both somatic and ffagellar Salmonella [including 
Typhoid and Paratyphoid infections], as well as for 
other fevers of undetermined origin.) 
SALMONELLA GROUPING and TYPING SERUMS.* 
SHIGELLA GROUPING SERUMS. 

SYPHILIS ANTIGENS: V.D.R.L.; Kahn Standard, 
(Dr. Kahn Laboratory-approved); Laughlen Reagent 
(Dr. Laughlen Laboratory-approved.) 
PASTEURELLA TULARENSIS TUBE ANTIGEN. 
VIRAL AND RICKETTSIAL ANTIGENS. 


for the clinic: 

LYMPHOGRANULOMA VENEREUM SKIN TEST 
ANTIGEN and CONTROL. 

TRICHINELLA EXTRACT and SALINE CONTROL. 
TUBERCULIN PATCH TEST (Vollmer). 


For further information contact the Lederle 
representative through your hospital pharmacy 
or write: 


i *Prepared according to CDC Methods and standards 
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TO STOP DIARRHEA 


from all points... growing evidence favors 


FUROXONE 


brand of furazolidone 


® Pleasant-flavored Liquip, 50 mg. per 15 cc. (with kaolin and pectin) ® Convenient TABLETS, 
100 mg. #® Dosage—400 mg. daily for adults, 5 mg./Kg. daily for children (in 4 divided doses). 


WIFT RELIEF OF SYMPTOMS 


ELL TOLERATED, VIRTUALLY NONTOXIC 


Normat BALANCE OF INTESTINAL FLORA PRESERVED 
(no monilia¥or staphylococcal overgrowth) 


From a Large Midwestern University: FUROXONE Controls Antibiotic- 
Resistant Outbreak. An outbreak of bacillary dysentery due to Shigella sonnei was success- 
fully controlled with Furoxone after a broad-spectrum antibiotic had proved inadequate. Cure 
rates (verified by stool culture) were 87% with Furoxone, 36% with chloramphenicol. Only 
FuROXONE “failures” were those lost to follow-up. Chloramphenicol failures subsequently treated 
with FUROXONE responded without exception. FUROXONE was also used effectively as prophylaxis 
and to eliminate the carrier state. It was “extremely well tolerated in all 191 individuals who 


received it either prophylactically or therapeutically.” 
Galeota, W.R., and Moranville., B. A.: Student Medicine (in press) 


THE NITROFURANS—A UNIQUE CLASS OF ANTIMICROBIALS EATON LABORATORIES, NORWICH, NEW YORK 


FEBRUARY, 1960 XXXII 
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FECTI ONTROL OF “PROBLEM PATHOGENS 
(no develops to this wide-range bactericide) 
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new 
RAPID DISK METHOD 


for Detection of 
PENICILLIN in MILK 


Reliable Sensitive Practical 


Direct assay method of Arret and Kirshbaum (FDA) for 


determining presence of penicillin in milk and dairy products. 


Media BACTO — ANTIBIOTIC MEDIUM I 
BACTO — SPORULATING AGAR 


Inoculum BACILLUS SUBTILIS ATCC 6633 
Standardized Spore Suspension in 
1 ml. ampuls 


Penicillinase BACTO — PENASE CONCENTRATE 


in 20 ml, and 100 ml. vials 


BACTO — PENASE DISKS 


Standardized Impregnated Disks 
Penicillin STANDARDIZED IMPREGNATED 
DISKS 


0.05 unit, 0.1 unit and other 
concentrations 


Information on request 


DIFCO LABORATORIES 


DETROIT 1 MICHIGAN USA 


